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ABSTRACT 
 
South Africa as a country is known for its high crime rate which produces an ongoing 
traumatising environment for its multicultural nation.  Posttraumatic stress disorder in the 
general South African population is thought to be more prevalent than most international 
norms which make this topic both relevant and important.  Cultural diversity is seen to play a 
role in the experience of PTSD which means that it has become important to gain an 
understanding of the potential effect of the individual’s cultural background on the processing 
of a traumatic experience and the symptoms related to the experience.  The proposed research  
focused on appraisals of the traumatic event and symptoms (in schematic and cultural terms). 
An interpretive (with current cognitive conceptions of the disorder as guiding theory) 
phenomenological approach was used.  The sample consisted of eight isiXhosa-speaking 
adults that qualified for a diagnosis of PTSD with no prior psychiatric diagnosis.  Data was 
gathered using a semi-structured interview and analysed using the Interpretive 
Phenomenological Analysis. Results indicated that participants understood their PTSD 
symptoms in a functional manner but struggled to make sense of their traumatic event.  Not 
understanding their traumatic event was the variable that maintained their PTSD diagnosis. 
Most of the interpretations made by these participants were fairly universal and there were 
very few links to content that can directly be attributed to a traditional African worldview. 
Practitioners may not need to completely reinvent the wheel as far as treatment strategies for 
PTSD for isiXhosa-speaking individuals in an urban setting go.   
 
Keywords: Culture, Posttraumatic stress disorder, isiXhosa-speaking, Interpretive 
phenomenology 
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Trauma is a fact of life. It does not, however, have to be a life sentence. Not only can trauma 
be healed, but with appropriate guidance and support, it can be transformative. Trauma has 
the potential to be one of the most significant forces for psychological, social, and spiritual 
awakening and evolution. How we handle trauma (as individuals, communities and societies) 
greatly influences the quality of our lives. It ultimately affects how or even whether we will 
survive as a species. 
Trauma Therapist Peter Levine (Waking the Tiger, 1997, p. 2) 
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Chapter One: Introduction and Primary Aims 
 
Introduction 
This chapter introduces the phenomenon of traumatic stress in South Africa. It 
provides the contextual background for subsequent chapters to explore how culture may play 
a role in our conceptualisation of reality, the understanding of traumatic experiences and 
symptoms, and ultimately the expression of Posttraumatic Stress Disorder (PTSD).   
Traumatic events have of course existed throughout history (Van Rooyen & Nqweni, 
2012), however modern literature regarding the influences these events have had on 
individuals only dates back to World War One (Wilson & Raphael, 1993). This literature 
includes the effects of a range of traumatic experiences, including inter alia war, terrorist 
attacks, violence, crime and natural disasters (Brewin, Andrews, Rose, & Kirk, 1999; 
Krupnick, Green, Stockton, Goodman, Corcoran & Petty, 2004; Messman-Moore, Long & 
Siegfried, 2000; Perrin, Smith & Yule, 2000). Since traumatic experiences sparked the 
interest of mental health professionals in the 19
th
 century, research and investigation into 
these experiences have become a popular topic, especially in countries with a high frequency 
of traumatic stressors such as South Africa (Edwards, 2005).   
South Africa is known for its high crime rate, which produces an ongoing 
traumatising environment for its multicultural nation. The high frequency of rapes, murders, 
robberies, hijackings and muggings that receive media attention are anecdotal evidence of the 
seriousness of this social problem. However, when considering the 2011 to 2012 national 
crime statistics, it becomes clear that this is not just media hype. Many individuals are 
exposed to violence with approximately 2.1 million serious crimes reported for this period. 
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Statistics confirm the occurrence of 15609 murders, 64514 sexual offences, 181670 cases of 
assault and 101203 cases of robbery with aggravating circumstances (South African Police 
Services, 2012). Despite the fact that the number of serious crimes was reduced by 8.0% 
during the period in question, South Africa is still viewed as one of the countries with the 
highest crime rates in the world (South African Police Services, 2012).   
High crime rates are important in themselves, but violent crime also gives rise to 
traumatic stress disorders such as PTSD.  A research study on community violence and PTSD 
in a South African township revealed that crime is a major contributing factor to PTSD, and 
that PTSD can be seen as a major health concern (Dinon, Mccall & Gibson, 2004). It is of 
course not just crime that leads to traumatic experiences, but Edwards (2005) reaches the 
same conclusion - that PTSD is a public health concern - when reviewing general traumatic 
events in South Africa. Given the high frequency of traumatic events, the prevalence rate of 
PTSD in the general South African population is thought to be well above most international 
norms (Swartz, de la Rey & Duncan, 2004). However, while Stein, Seedat, Herman, Moomal, 
Heeringa, Kessler and Williams (2008) echo the sentiment that PTSD is a health priority, 
their epidemiological study found high exposure rates, but low prevalence rates. This is 
contrary to what is expected and the authors attributed the low rates in part to cultural 
influences, explaining that a western based diagnostic system may not fully capture the 
disorder as it presents in South Africa. 
Given South Africa’s multicultural nature, it is important that culture be taken into 
consideration. The relationship between trauma and culture is an important one because 
traumatic events are part of the life cycle, universal in manifestation and occurrence, and 
typically demand a response from a cultural perspective in terms of treatment, intervention 
and medical care (Wilson & So-kum Tang, 2007). In this regard, Van Rooyen and Nqweni 
(2012) emphasise that simply stressing cultural sensitivity and being conscious of the cultural 
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idioms following a traumatic event is not enough. Instead, in order to start exploring the 
moderating effect of culture on PTSD in South Africa, it is necessary to understand the 
experience of the traumatic event and its consequences in cultural terms. This involves 
exploring how the experience finds expression within an individual rather than the general 
views that a specific culture may have towards traumatic events and their sequelae (Van 
Rooyen & Nqweni, 2012). In essence the question becomes whether and how cultural factors 
have influenced a person rather than looking at what different cultures say about traumatic 
events. It is for this reason that the study did not presuppose cultural influence, but 
investigated experiences from a phenomenological stance.   
The full extent of the dynamics between traumatic experience and cultural elements 
will be explored at a later stage. First, it is important to note that the perception of traumatic 
experiences may differ from individual to individual depending on their core schemas (Van 
Rooyen & Nqweni, 2012). The experience of trauma is therefore subjective, but this 
subjectivity may be influenced by an individual’s cultural background and worldview. There 
have been indications that an individual’s interpretation of a traumatic experience and its 
sequelae may contribute greatly to the maintenance of the disorder (Ehlers & Clark, 2000). 
Given the high rates of crime in South Africa as well as the findings suggesting that 
cultural diversity plays a role in the experience of PTSD, it has become important to gain an 
understanding of the potential effect of the individual’s cultural background on the processing 
of a traumatic experience, and the symptoms related to the experience. A better 
understanding of how culture influences traumatic stress experiences can also be helpful in 
designing or adapting trauma specific interventions for the South African context.  This is 
important if we consider the fact that so many South Africans are in need of intervention. 
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It is acknowledged that many experiences can be considered traumatic. However, for 
the purposes of this study, trauma was defined in terms of the DSM-IV-TR classification 
which presumes a specified traumatic event that is followed by a characteristic set of 
symptoms (American Psychiatric Association, 2000). 
 
Motivation for the Research Study 
An understanding, investigation and analysis of schemas that develop after a trauma 
can be of great assistance to mental health practitioners who are dedicated to helping 
individuals who have experienced a traumatic event, as well as to clinicians dealing with 
mental disorders such as PTSD. 
Many trauma centres have opened in response to the high frequency of crime that 
contributes to traumatic stress. It was in one of these trauma centres that the foundation for 
this research project was conceptualised. While the researcher was counselling individuals 
who had experienced traumatic events, she experienced that the diversity of the South 
African population introduced many challenges. Cultural diversity was seen as producing the 
most challenges as individuals from different cultures experienced and conceptualised events 
differently based on their individual and cultural frames of reference. The researcher became 
curious about the extent to which an individual’s culture plays a role in the understanding of 
and ability to cope with a traumatic event.  
The aftermath of trauma has received little attention in South African literature. It was 
for this reason that the researcher believed that this investigation could contribute to the 
understanding of how individuals from different cultures experience and deal with trauma, as 
well as to understanding the symptomology that presents as a consequence of trauma. 
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Primary Aims of the Research 
The primary aim of the study was to explore how isiXhosa-speaking individuals, who 
are suffering from PTSD, interpret a traumatic event that they have experienced. Specifically 
the study aimed:   
1.   To explore and describe these individuals’ understanding of traumatic events, with 
consideration of how this understanding may have been influenced by cultural 
interpretations.   
2.  To explore and describe these individuals’ understanding of the symptoms after a 
traumatic experience with consideration of how this understanding may have been 
influenced by cultural interpretations. 
 
Chapter Outline 
Chapter Two will provide an overview of traumatic stress and Posttraumatic Stress 
Disorder (PTSD). The characteristics of the disorder as well as the symptomology and 
dynamics of PTSD will be discussed.  This chapter will also focus on the theoretical 
frameworks that have been used to explain the development and maintenance of this disorder. 
Ehlers and Clark’s (2000) cognitive model for the maintenance and development of PTSD 
will be specifically explored and discussed as it forms the conceptual basis for understanding 
PTSD in this research study. The last section of this chapter will introduce the concept of 
schemata and explore how individuals construct their reality.   
The focus of Chapter Three will be on culture. This chapter will investigate the 
diversity of the South African nation by exploring cultures in South Africa, with a focus on 
the isiXhosa culture. The chapter will outline the principles of the traditional African 
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worldview as well as the systems that are present within the culture. Furthermore, the 
Western and Traditional Models of Health will be discussed in order to understand the 
differences between these explanatory systems that exist in South Africa.  The main focus of 
this chapter will be on gaining an understanding of traditional African cultural views of 
health, illness and treatment strategies. 
Chapter Four deals with the concepts of trauma, culture and schemas as ways of 
making sense of the world. This chapter will incorporate all of the previous concepts 
explored and described above, with the aim to summarise the conceptual framework within 
which the researcher conducted this study.  
Chapter Five delineates the methodological considerations of the study. The research 
method, sampling, data collection and analysis will be described, as well as the 
generalisability and trustworthiness of the study. Attention will also be given to the ethical 
concerns that were taken into account to ensure non-maleficence and beneficence.    
In Chapter Six the results of the study will be presented along with a discussion of 
these results. The chapter will outline and discuss in detail the themes and subthemes that 
emerged after analysis. Findings will be discussed in light of previous literature.  
Chapter Seven will provide the final conclusions of the study, along with a discussion 
of possible limitations and recommendations for future studies. 
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Chapter Two: Posttraumatic Stress Disorder 
 
Introduction 
This chapter deals with Posttraumatic Stress Disorder (PTSD) as well as the 
theoretical framework used to explain the development and maintenance of PTSD. The first 
section of this chapter will focus on traumatic stress, the different types of trauma and the 
effect trauma can have on an individual. PTSD, as a disorder, will be explored focusing on its 
characteristics, dynamics, symptomology, and emergence according to the different 
classification systems.  
PTSD is classified in the American Psychiatric Association’s Diagnostic and 
Statistical Manual of Mental Disorders (DSM) as well as the World Health Organisation’s 
International Classification of Diseases (ICD). The history of this mental illness will be 
discussed before focusing on the second part of this chapter; which looks at the theoretical 
understanding of PTSD development. The first part of the theoretical framework section will 
discuss early theories of PTSD followed by more recent theories. The second part of this 
section will focus on the theoretical model used for this research study by outlining, 
discussing and describing Ehlers and Clark’s (2000) cognitive model of the development and 
maintenance of PTSD. 
 
Defining Traumatic Stress 
Erbes (2004) defined trauma as a violation or disruption of a person’s core beliefs 
about self, world and others, causing great distress either at the time of the event or at some 
later point. The word trauma originates from a Greek word that means ‘a wound’ (Liddell & 
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Scott, 1976). The “wound” may be visible to others, as in the case of an injury, or invisible to 
others, as in the case of maladaptive thought processes. The essential element is the 
individual’s perception of themselves or others in the world.   
In the simplest terms traumatic stress can be conceptualised as any event that is 
traumatic to an individual. Traumatic stress can be described as a subjective concept as no 
two individuals experience an event exactly in the same manner. After a traumatic event, 
most individuals will experience some degree of distress as they try to adapt to what has 
happened and experience certain emotional or physiological reactions due to the trauma. 
These reactions can last for a few days or weeks after a traumatic event and then gradually 
fade, without severely impacting the individual’s ability to continue functioning as they did 
before. However, for some individuals the traumatic event may impact their lives in a way 
that prevents them from functioning normally (APA, 2000; Erbes, 2004).  
The meaning individuals attach to the traumatic event, their schemas about the event, 
their symptoms as well as perceptions about themselves and others all contribute in essential 
ways to the development of PTSD.  Psychological trauma can be seen on a continuum, 
ranging from modest to very severe. Modest psychological trauma may include some 
symptoms of PTSD that fade away over time; whereas severe psychological trauma can best 
be described as chronic PTSD. 
 
Types of Trauma 
There are certain events that are universally recognised as potentially traumatic. 
However, understanding these events may vary from individual to individual or culture to 
culture as traumatic events involve a subjective reaction to an experience. Trauma can be 
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described as an emotionally distressing or shocking experience that leaves the individual with 
negative lasting effects (Edwards, 2005; Flouri, 2005). There are many different factors that 
will influence whether an event is seen and experienced as traumatic to an individual. 
According to Ehlers and Clark’s (2000) cognitive model of PTSD, the type of trauma 
is irrelevant as the emphasis lies on the interpretation of the trauma. Still, it is important to 
outline some events that are seen as traumatic. Previous research in the field of trauma and 
PTSD identifies a number of different types of trauma which will be identified in the section 
below.   
Physical trauma refers to a physical injury where serious and life-threatening changes 
in an individual’s physical body have occurred (NIGMS, 2012). Examples of injuries may 
include the loss of a limb or of mobility due to a motor vehicle accident, surgery or illness 
(Kelly, Weathers, McDevitt-Murphy, Eakin & Flood, 2009; Leys, 2000; McCann & 
Pearlman, 1990). 
Psychological trauma refers to the impact of an extreme stressor on an individual’s 
psychological functioning. As a consequence the individual experiences negative emotional 
changes that leave them feeling shocked, fearful, angry, confused and in disbelief (Flouri, 
2005). Events that can cause psychological trauma may include domestic violence (Dinan, 
McCall, & Gibson, 2004) , childhood abuse and neglect (Messman-Moore, Long & Siegfried, 
2000), sexual assault (Kelly, Weathers, McDevitt-Murphy, Eakin & Flood, 2009), rape 
(Ullman, 2010), criminal assault (Peltzer, 2000; SAPS, 2012, Orth & Maercker, 2009), 
traumatic bereavement (McCann & Pearlman, 1990) , life threatening accidents or illnesses, 
school violence, bullying, forced displacements, combat and natural disasters (Edwards, 
2005) and terrorism.  
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As outlined above, traumas can originate from natural disasters such as hurricanes, or 
from man-made events such as assault or rape. Whether or not an individual will develop 
PTSD will depend on how that individual views and experiences the event. Their own 
perception will inform their appraisal of the event and/or its sequelae. This will also influence 
their memory of the event and its link to other autobiographical memories.  
 
Effects of Trauma 
There are many effects of trauma, and these can operate on a physical, mental, 
emotional or behavioural level. An individual may experience the effects of a traumatic event 
on all levels or these effects may be focussed on one area only. The various negative effects 
of trauma will be outlined below.  
Trauma can affect an individual mentally in a number of ways including having 
difficulty concentrating, having difficulty making decisions or being confused, having 
difficulty remembering aspects of the traumatic event.  Individuals can also have intrusive 
memories or thoughts about the trauma that impact on their functioning (APA, 2000). The 
individual might experience a sense of disorientation as traumatic events may change the way 
they think about themselves and the world around them (Rosenbloom, Williams & Watkins, 
2010).  
The experience of a traumatic event may also impact an individual on a physical 
level. It is common for a person to have a physical reaction to a traumatic event. The 
individual may experience tiredness or exhaustion, headaches or insomnia, rapid heartbeat, 
nausea or digestive problems can surface as a consequence of exposure to a traumatic event 
(Rosenbloom, Williams & Watkins, 2010). Other physical affects could include clumsiness 
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due to lack of concentration, and a loss of interest or pleasure in activities that one usually 
enjoyed (APA, 2000).  
Trauma can also influence an individual on an emotional level, with a range of 
symptoms potentially becoming present due to the traumatic experienced. Exposure to a 
traumatic event can be present in the form of experiencing anxiety, shock, mistrust in others 
or oneself, or guilt due to unchangeable circumstances (Rosenbloom, Williams & Watkins, 
2010). Fear, grief, and a feeling of numbness or detachment might also be experienced. The 
individual who experienced trauma may also feel angry, irritable, vulnerable, alienated, 
helpless or abandoned.  
Finally, trauma can also impact an individual on a behavioural level, where the 
individual may act in a different way than they usually would. For example, an individual 
may stop driving after a traumatic motor vehicle accident out of fear of being involved in 
another accident. A person may become withdrawn or isolated from others, or may 
experience changes in their eating habits, or weight gain or loss as a result of the experience 
of a traumatic event. The traumatised individual may experience hostility or blame in their 
relationships with others, as well as an increase or decrease in sexual desire (Rosenbloom, 
Williams & Watkins, 2010).  
It is possible that individuals can also develop suicidal ideations, cause self-injury or 
develop a dependence on alcohol and drugs as a consequence of experiencing a traumatic 
event (Rosenbloom, Williams & Watkins, 2010). These feelings can be powerful and may be 
present immediately following the traumatic event and fade over time. Posttraumatic stress 
disorder is said to develop when these symptoms persist or become worse over time, and 
influence or limit the individual’s normal functioning (APA, 2000). 
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According to Herman (1997), trauma is damaging to the psyche as it involves an 
unexpected event that is overwhelming and causes fear, helplessness and many other 
cognitive, behavioural or emotional changes which shatters the individual’s sense of security. 
In summary, traumatic stress can have different meanings to different individuals in different 
contexts and can be defined and experienced in different ways. How a person experiences a 
traumatic event will in some way be interpreted in light of their past experiences, their 
schemas, as well as their culture. This interpretation will influence their understanding of the 
traumatic event and the symptoms that they experience thereafter. 
 
The Nature of PTSD 
PTSD is classified as an anxiety disorder in the DSM-IV-TR (APA, 2000).  It is 
characterised by anxiety-related experiences, behaviours, and physiological responses that 
develop after exposure to a traumatic event, and which interfere with the individual's ability 
to function in their everyday life (Barlow & Durand, 2005).  PTSD was only introduced into 
the third edition of the Diagnostic and Statistical Manual in 1980, and as such can be seen as 
a relatively “new” disorder (Wilson & Raphael, 1993).  PTSD involves a constellation of 
symptoms including re-experiencing the trauma, avoidance of reminders or places, and 
hyperarousal after being exposed to a traumatic event which interferes with normal 
functioning.  The definition and symptomology of PTSD will be explored in further detail 
later in this chapter.  
According to Friedman (2003), a number of different categories of PTSD exist. Acute 
PTSD, Lifetime PTSD, Delayed Onset of PTSD and Complex PTSD. Acute PTSD refers 
cases where an individual experiences symptoms of the disorder for less than three months 
(APA, 2000). Lifetime PTSD refers to cases where symptoms last longer than three months, 
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and have therefore become chronic or permanent regardless of treatment received (APA, 
2000). Another category of PTSD is known as Delayed Onset PTSD.  This refers to cases 
where the onset of symptoms only occurs six months or longer after the experience of the 
traumatic event (APA, 2000). Finally, Complex PTSD is diagnosed when the traumatised 
individual has experienced multiple traumas, and as a consequence personality changes and 
co-morbid psychiatric disorders are present together with the symptomology of PTSD 
(Friedman, 2003).  Currently, Complex PTSD is provisionally referred to as Disorder of 
Extreme Stress - Not Otherwise Specified (DESCOS) in the DSM (APA, 2000). 
On the other side of the spectrum of PTSD is Acute Stress Disorder. This disorder is 
similar to PTSD and can be seen as a preliminary diagnosis to PTSD. One of the biggest 
distinguishing characteristics is that Acute Stress Disorder symptoms occur within four 
weeks of the stressor and must be resolved within that four week period, whereas PTSD is 
diagnosed only after a month of the symptoms being present (APA, 2000). 
 
Emergence of PTSD as Diagnostic Category 
The effects of psychological trauma have been recognised throughout history, through 
journals and manuscripts of individuals who have suffered or witnessed others suffering 
(Wilson & Raphael, 1993). PTSD was only suggested as a diagnostic category in 1980 in the 
third edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of 
Mental Disorders (Johnson, 2009). PTSD was classified as an anxiety disorder in the DSM III 
and the diagnostic criteria for PTSD were introduced (APA, 1980).  
Before the classification system was introduced in 1980, professionals and clinician 
commonly referred to severe psychological trauma as ‘shellshock’, ‘combat fatigue’ or 
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‘railway spine’ (Wilson & Raphael, 1993). These terms were used during World War One to 
describe the trauma symptoms experienced by soldiers, and included symptoms such as  
flashbacks, nightmares and a sense of detachment (Guess, 2006). 
In hindsight, the establishment of diagnostic criteria for PTSD was a controversial 
issue as only certain traumas were seen as ‘eligible’ to cause PTSD. For instance, torture, 
rape, and atomic bombings were seen as being capable of producing PTSD; whereas 
witnessing a hijacking or going through a divorce were not. No room was left for individual 
perception (Galea, Nandi & Vlahov, 2005).  
Presently, great importance is placed on the etiological agent of the disorder, the 
traumatic stressor. A PTSD diagnosis requires an individual to meet the stressor criterion in 
that the individual needs to have been exposed to an event that is considered traumatic. On 
the other side of the coin, individuals all experience events differently and what may be 
traumatic to one individual may not be traumatic to another. Some people who are exposed to 
traumatic events will not develop any symptoms of PTSD, while others will develop severe 
symptoms. Thus trauma is not an external phenomenon as it was previously conceptualised in 
the history of diagnosis of the disorder, but rather it is a subjective experience for each 
individual. This characteristic is accounted for in the current diagnostic criterion in the DSM-
IV-TR (Guess, 2006). 
The Diagnostic and Statistical Manual for Mental disorders has been under review a 
number of times. The DSM III diagnostic criteria for PTSD were revised in the DSM-III-R 
(Diagnostic and Statistical Manual III Revised) in 1987, in the DSM-IV in 1994, and in the 
DSM-IV-TR (Diagnostic and Statistical Manual Text Revision) in 2000. They are presently 
being revised again for the DSM-V, which is expected to be published in 2013 (Barlow & 
Durand, 2005).  
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As knowledge has increased on the topic of PTSD, there has been a number of 
changes to its diagnosis. First, criteria A (defining a traumatic event) has been reviewed and 
changed in the DSM. This criteria now requires a better understanding of all the aspects that 
can cause trauma, and not just certain events (Friedman, 2003). Trauma is no longer 
perceived as a rare, external event but rather the response of an individual to an event. 
Second, Criteria B, C & D have also changed since the initial inclusion of PTSD in the DSM 
III. These criteria deal with the symptom groupings required to make a diagnosis, including 
re-experiencing, avoidance and numbing and physiological arousal. However, for the purpose 
of this study only the latest diagnostic criteria that are relevant to the research will be 
discussed in detail later in this chapter.  
The Diagnostic and Statistical Manual for Mental Disorders (DSM) from the 
American Psychiatric Association and the International Classification of Diseases (ICD-10) 
from the World Health Organisation have both become the accepted sources of diagnostic 
criteria for mental health (Scott & Stradling, 2001). However, the researcher chose to use the 
DSM-IV-TR classification of PTSD rather than the ICD-10 classification, as this system is 
the most preferred and utilised classification system when conducting PTSD and trauma 
research. 
 
The DSM-IV-TR Criteria 
The DSM-IV-TR (APA, 2000) diagnostic criteria for PTSD include six criterion 
describing the definition and symptomology of the disorder. These must be present before 
clinicians can diagnose an individual who has experienced a traumatic event with PTSD. 
Criterion A requires that a person must have experienced, witnessed or been confronted with 
a traumatic event that occurred in a manner that involves actual or threatened death, actual or 
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threatened serious injury of the individual or others, that caused a response of intense fear, 
maladaptive functioning when compared to pre-morbid functioning, experiencing 
helplessness, or horror (APA, 2000).  
It is then important to evaluate the symptoms that the individual experiences. There 
are three clusters of symptom criteria for the diagnosis of PTSD. First is re-experiencing the 
trauma (Criterion B), second is avoidance of situations or stimuli that is associated with the 
trauma and emotional numbing (Criterion C), and third is hyperarousal (Criterion D). The 
individuals must experience a number of symptoms in each cluster to be diagnosed as having 
PTSD. Furthermore, the symptoms must persist for longer than a month (Criteria E), and they 
must influence the individual’s life in a way that disrupts their lifestyle in either their social, 
occupational, or other important areas of functioning(Criterion F) (APA, 2000). The specific 
symptoms relating to each of the three clusters are set out in the table below: 
Table 1 DSM-IV-TR Symptoms for the Diagnosis of PTSD (APA, 2000) 
(Criterion B): Re-experiencing.  
The disorder is characterised by the individual experiencing distress due to re-
experiencing the event in dreams, flashbacks or being exposed to cues that reminds them 
of the event. Individuals need to meet of the following symptoms: 
B1: Reoccurring distress due to recollection of the event. Refers to regular involuntary 
thoughts or images of the trauma that the individual finds distressing. 
B2: Reoccurring distressful dreams of the event. Refers to distressing dreams or 
nightmares about the traumatic event or some aspect of it. 
B3: Acting or feeling that the event is happening again. Refers to individuals losing 
touch with the present environment or surroundings and experience the notion of 
current threat even though the event is not happening again. The individual will  be 
experiencing the event as if the trauma is happening again (flashbacks). 
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B4: Psychological distress at exposure to internal or external cues associated with 
things that resemble or symbolize an aspect of the event. Refers to anything 
internally from the individual or externally from the environment that the 
individual associates with the traumatic event which cause intense psychological 
distress to the individual. 
B5: Physiological reactivity on exposure to internal or external cues of the traumatic 
event. Refers to responses such as sweating, heart racing, heavy breathing that lasts 
for a few minutes when the individual is reminded internally or externally of 
something that is associated with the traumatic event or aspects thereof. 
(Criterion C): Avoidance.  
The disorder is characterised by the individual consciously trying to avoid situations or 
stimuli that remind him or her of the trauma, and consequently becomes numb to general 
responsiveness (which was not present before the event) in such a way that meets three or 
more of the following symptoms:  
C1: Trying to avoid thoughts, feeling, or conversations about the traumatic event. 
Refers to the individual trying to block out intrusive recollection of the trauma in 
thought, feeling or in conversation. 
C2: Trying to avoid activities, people, or places that reminds individuals  of a traumatic 
event. Refers to the individual’s deliberate avoidance of situations that are central 
or significant to the traumatic event.  
C3: Inability to remember important parts of the event. Refers to a significant gap in 
the individual’s memory of the trauma or aspect of the traumatic event, but not as a 
result of a concussion or unconsciousness. 
C4: Loss of interest in participating with others and activities. Refers to a significant 
reduction in engagement of activities or pastimes where the individual was 
committed to before the traumatic event as a result of the traumatic event. 
C5: Feeling detached from others. Refers to feelings of distance and detachment from 
others compared to before the traumatic event. 
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C6: Diminished emotional capacity. Refers to the individual’s inability to have loving 
feelings towards others or a feeling of being emotionally numb. 
C7: Inability to see themselves in the future. Refers to a sense that their future is 
shortened or imperfect and that their previous life goals, such as family, career, 
hobbies will not be achieved. The individual’s expectation of the future is negative. 
(Criteria D): Hyperarousal. 
The disorder is characterised by an individual experiencing reoccurring symptoms as a 
result of the event that  increase distress and arousal indicated by two or more of the 
following:  
D1: Difficulty falling or staying asleep. Refers to sleep disturbances which include 
falling asleep, staying asleep or unsatisfying sleep. 
D2: Irritability or explosions of anger. Refers to the individual’s inability to tolerate 
minor situations without anger or irritability compared to before the traumatic 
event. 
D3: Having a hard time concentrating. Refers to the individual inability to complete 
tasks or lack of focus compared to before the traumatic event. 
D4: Hypervigilance. Refers to the individual being considerably aware or on guard to 
cues that trigger the trauma memory or everyday life compared to before the 
trauma. Hypervigilance can also refer to checking one’s behaviour constantly in 
order to reduce arousal. 
D5:   Exaggerated startle response. Refers to alarm responses being significantly 
sensitive and that the individual has trouble to take control of the responses. 
(Criterion E) : Symptoms in criteria B,C and D must last longer than 1 month. 
(Criterion F) : The distress interferes with the individual's ability to function in their 
                       everyday life. 
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The ICD-10 Criteria 
PTSD was first included in the 10
th
 edition of the International Classification of 
Diseases by the World Health Organisation (WHO, 1992). The ICD is the international 
standard diagnostic classification for most general epidemiological purposes. The ICD-10 
Classification of Mental and Behavioural Disorders: Clinical Descriptions and Diagnostic 
Guidelines provide international guiding principles for the diagnosis of PTSD. The DSM-IV-
TR and ICD-10 criteria for diagnosis of PTSD are similar but there are also some differences 
which will be outlined in the section that follows (WHO, 1992). 
The ICD-10 does not specify functioning criteria as in the DSM-IV-TR (Criterion F). 
In the ICD-10 there is no mention of a subjective stressor (Criteria A). With regards to ‘Re-
experiencing’ (Criteria B), the ICD-10 and DSM-IV-TR look similar. However, regarding 
‘Avoidance’ (Criteria C), the ICD-10 requires only one symptom of actual or preferred 
avoidance, unlike the DSM-IV-TR which requires three symptoms, and includes numbing 
and avoidance symptoms that are not present in the ICD-10 (WHO, 1992). 
In Criteria D, the hyperarousal cluster; the ICD-10 specifies either D1: inability to 
recall, or two or more symptoms from D2: sleep problems, irritability, concentration 
problems, hypervigilance or exaggerated startle response. The DSM-IV requires two 
symptoms from the entire hyperarousal cluster. Finally, Criteria E of the ICD-10 specifies the 
onset of symptoms within 6 months of the stressor, whereas the DSM-IV specifies symptom 
duration of more than one month (APA, 2000). Although some differences are present in the 
diagnostic criteria of PTSD, both the DSM-IV-TR and the ICD-10 are used to diagnose this 
disorder. As stated previously, in the present study more emphasis was placed on the DSM-
IV-TR criteria as these are more commonly used for research purposes. 
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Theoretical Framework 
Various biological, psychological and cognitive theories have been developed in an 
attempt to conceptualise, describe and better understand PTSD. Of these, cognitive theories 
are most fully developed and provide the most comprehensive understanding of the 
development and maintenance of PTSD (van der Linde, 2007). The theoretical framework 
that will be used to explore PTSD is Ehlers and Clark’s (2000) cognitive model of the 
development and maintenance of PTSD. Recent research by Brewin and Holmes (2003) 
suggest that Ehlers and Clark’s cognitive therapy model provides the most comprehensive 
account of the development, maintenance and treatment of PTSD. Based on this information 
the researcher chose to use this theory. The model will be reviewed in detail later in this 
section. However, first it is important to review earlier cognitive theories of PTSD as well as 
more recent cognitive theories that are used to explain the disorder.  
In terms of earlier cognitive theories, the Information Processing Theory, Social 
Cognitive theories such as the Stress Response Theory, and the Theory of Shattered 
Assumptions will be discussed. Thereafter, more recent theories will be reviewed, including 
the Dual Representation Theory and the Emotional Processing Theory. Finally, the Ehlers 
and Clark model of the development and maintenance of PTSD which will be discussed in 
detail, as this provides the theoretical framework on which the present study is based. 
Cognitive models focus on changes in the individuals memory functioning, processing of 
information, challenging of core beliefs  and how a traumatic event van alter an individual’s 
schemata (Brewin & Holmes, 2003). 
Early theories. The Information Processing Theory by Foa, Steketee and Rothbaum 
(1989) emphasises an individual’s subjective interpretation of the event. This theory proposed 
a ‘fear network’ that includes fragments of sensory, affective, semantic, intentional, or motor 
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information about the initial experience (Chemtob, Roitblat, Hamada, Carlson & Twentyman, 
1988). The ‘fear network’ involves three elements, including stimulus information regarding 
the feared object, information regarding cognitive, behavioural, and physiological reactions 
to the feared object, and information that links the stimulus and response elements together 
(Dalgeish, 2004). 
Pathology develops when one or more of these elements in the network is 
encountered. This encounter produces a fear reaction as the threat interrupts the appropriate 
development of adaptive information processing structures for dealing with normal, non-
threatening circumstances (Dalgeish, 2004). Treatment consists of new learning through 
activating the network (individual subjective meaning of the event and experience of fear) 
and changing these fundamental structures of the network. This theory however does not take 
into account the importance of the range of emotions experienced at the time of the trauma, 
and does not consider the importance of beliefs existing beyond the aspect of danger during 
the event and thereafter (Brewin & Holmes, 2003).  
The Stress Response Theory by Horowitz (1986) emphasises the integration of new 
trauma information with existing knowledge (or schemata). Trauma information is revised 
until it makes sense to the individual and does not cause incongruence. This notion is referred 
to as the ‘completion tendency’ (Dalgeish, 2004). The model focuses on two processes. First 
is the emotional reaction to the trauma, and second is the assimilation of the trauma 
information into the individual’s existing schemas by integrating old and new information 
without any discrepancies. Failure to adequately integrate these conflicting thoughts of the 
trauma experience will produce chronic stress response reactions. Inadequate integration will 
produce psychological defence mechanisms as a way of trying to ‘cope’, which will enable 
the individual to avoid traumatic memories and produce recurring thoughts, nightmares, 
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flashbacks, cognitive intrusions and ultimately develop or maintain the PTSD (Brewin & 
Holmes, 2003).  
Treatment includes the presentation of two opposing processes, periods of avoidance 
and periods of recall, which follow each other. This is believed to enable the trauma 
information to be incorporated and worked through. Until this process has been completed 
successfully, PTSD will be maintained (Brewin & Holmes, 2003). 
The Theory of Shattered Assumptions by Janoff-Bulman (1992) emphasises how the 
experience of trauma produces overwhelming, worldview-discrepant information, which 
cannot be easily assimilated or integrated into the individual’s previously held worldviews. 
This theory and the Stress Response Theory focus mainly on the manner in which the trauma 
infringes on existing mental structures. However, these theories do not provide insight into 
how PTSD symptoms develop or how data are processed during the traumatic event 
(Dalgeish, 2004). The Theory of Shattered Assumptions proposes that individuals have three 
assumptions (or schemata) about the world, which trauma influences significantly. The first 
assumption is that the world is benevolent; the second assumption is that the world is 
meaningful; and the third assumption is that the individuals themselves are worthy (Janoff-
Bulman, 2006).  
This basic view of the world can be damaged as a result of a trauma because new 
traumatic material creates a discrepancy between individuals’ existing views about 
themselves and the world outlined above. According to Dalgeish (2004), these conflicting 
views cause a sense of defencelessness and confusion that defines the psychological 
disruption caused by traumatic experiences. This gives rise to the anxiety, emotional and 
physiological reactivity that characterise PTSD.  
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Janoff-Bulman (2006) expanded on this theory by placing these assumptions within 
the context of schemas, which result in new information either being assimilated or ignored. 
This leads to two sources of anxiety, first having to acknowledge that the world is an 
uncertain and dangerous place, and second that the individual’s inner world is inadequate 
(Brewin & Holmes, 2003). Thus, healing from the trauma will require the individual to 
reconcile their old worldviews or assumption of the self and others with new modified views 
and assumptions, and which incorporate the new trauma knowledge (Dalgeish, 2004). 
Recent theories.  The Dual Representation Theory by Brewin, Joseph and Dalgleish 
(1996) views PTSD as the unsuccessful simultaneous processing of the trauma memory 
through two different memory representation systems. These memory representation systems 
include verbally accessible memories (VAM) and situational accessible memories (SAM). 
On the one hand, VAM’s refer to an individual’s conscious experiences such as emotional 
and physiological reactions to the trauma. These memories can deliberately be retrieved and 
edited by the individual and are contextualised by the individual into autobiographical 
memories. On the other hand, SAM’s refer to traumatic knowledge that cannot be edited or 
deliberately be recalled by the individual, but only gain access through a stimulus that cues 
the event (Dalgeish, 2004).  
According to Brewin (1996), adequate trauma processing would involve integration 
and assimilation of trauma information in SAM form with trauma information in VAM form. 
It is believed that if this processing is successful the individual will be relieved from a sense 
of immediate threat, and the trauma experience will be placed within a complete and 
elaborated personal context. Failure to adequately integrate the trauma information will lead 
to the continuous experience of negative symptoms characterised by PTSD. This theory 
incorporates aspects of both the social-cognitive and information processing approaches into 
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a framework. It differentiates between cognitive processes at the time of the trauma and 
appraisals after the trauma (Brewin & Holmes, 2003).  
The Emotional Processing Theory by Foa and Rothbaum (1998) stems from the 
Information Processing Theory. This theory is built around the notion that a stimulus will 
produce a response, and when an individual perceives a stimulus to be threatening, they will 
respond in a manner appropriate in order to cope, for instance to avoid danger. A pathological 
fear structure (derived from the information processing theory) will contain associations 
between the response and meaning attached to the stimuli that distort reality and produce the 
symptomology of PTSD (Rothbaum, 2006).  
This theory states that for PTSD symptoms to resolve, the traumatic experience needs 
to be incorporated or integrated within the individual’s autobiographical memory (Dalgeish, 
2004). If the integration into pre-existing autobiographical memory is unsuccessful (as the 
pathological fear structure is resistant to modification), the fear structures will continue to 
draw on cues (internally or externally) from the environment to maintain the symptoms of 
PTSD (Brewin & Holmes, 2003).  
This theory attributed the difficulties in integrating this new information to the 
characteristics of the trauma memory itself, whereby the authors state that individuals with 
more rigid (positive or negative) pre-trauma views of themselves, others and the world would 
be more vulnerable to the development of PTSD (Dalgeish, 2004). The theory emphasises 
negative appraisals of responses and behaviours which could exacerbate perceptions of 
incompetence. In this way, beliefs that were present before, during, and after the trauma 
could reinforce the critical negative schemas involving incompetence and danger which are 
hypothesised to underlie chronic PTSD (Foa & Kozak, 1986). 
 
25 
 
 
 
Ehlers and Clark’s Cognitive Model of PTSD 
Ehlers and Clark (2000) developed a cognitive model of PTSD focusing on the 
maintenance of PTSD. The central feature of the model is the notion of a ‘current threat’. 
This ‘current threat’ exists for individuals who experienced a traumatic event in the past, but 
continue to experience an ongoing sense of serious threat as their current reality. Therefore a 
past experience that an individual perceived as traumatic can lead to a persisting sense of 
threat about the present and the future and thus develop or maintain PTSD (Dalgleish, 2004).  
The development and maintenance of PTSD.  According to Ehlers and Clark 
(2000), posttraumatic stress develops when a traumatic event that occurred in the past poses 
as a current or future threat to the individual The individual may experience symptoms as a 
consequence of the traumatic event. These symptoms may vary as every individual 
experiences life and perceives trauma differently. The symptoms of PTSD have already been 
explicated earlier in this chapter.  Some individuals’ symptoms fade away after a while, while 
others find that their symptoms persist over time.  
A diagnosis of PTSD can be made when the individual experiences symptoms over a 
period of time in a manner that interferes with their ability to function in their everyday life 
(APA, 2000). Ehlers and Clark (2000) propose that the persistence of PTSD occurs only if 
the individual processes the traumatic event or its sequelae in a way that produces a sense of 
current threat. In this model there are two key processes that lead to this sense of ‘current 
threat’. The first process involves individual differences in the appraisal of the trauma and/or 
its sequelae.  The second process involves individuals differences in the nature of the 
memory for the event, and its link to other autobiographical memories. 
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Appraisals.  The first element of this cognitive model of PTSD consists of appraisals. 
According to Dalgliesh (2004), “appraisals are essentially cognitive interpretations of 
information about the world or the self” (p.29). In later discussion, the terms appraisals and 
schemas would be used interchangeably. In Ehlers and Clark’s (2000) model, it is proposed 
that individuals who develop PTSD have continuous negative appraisals of the traumatic 
event and or its sequelae which have the effect of creating a sense of serious internal or 
external threat. Externally, the individual may perceive the world as continuously dangerous 
and unsafe. Internally, the individual may perceive him or herself as inadequate or damaged 
due to the trauma experienced. 
Appraisals of the traumatic event.  Ehlers and Clark (2000) suggest that negative 
appraisals can produce a sense of current threat towards the individual, and can result in false 
beliefs about oneself or the world. For instance, a person who was mugged whilst walking 
alone on the beach may develop a generalised expectation that walking alone on the beach 
will always lead to being mugged. The individual exaggerates the probability of this event 
happening and creates a sense of ongoing threat. 
According to Ehlers and Clark (2000), appraisals of emotions or behaviour during a 
traumatic event can also contribute to that individual’s view of the threat. For example, a 
person may experience a traumatic event wherein they are unable to protect a friend or loved 
one, for instance in a shooting. That individual may be left with a feeling of not being worthy 
of having friends because they did not protect their friend. Such a negative evaluation of self 
leads to a continued sense of internal threat. 
Appraisals of the consequences of trauma.  Negative appraisals of the consequences 
of a traumatic event can develop into false beliefs about oneself and the world, and thereby 
maintain the presence of PTSD. According to Ehlers and Clark (2000), appraisals of the 
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consequences of trauma can include a negative interpretation the initial symptoms of PTSD. 
Initial symptoms of experiencing a traumatic event, such as intrusive recollections of the 
event, dreams, flashbacks and mood alterations, are seen as common reactions after a 
traumatic event and are part of the recovery process. However, in some cases, an individual 
may see these symptoms as a permanent negative change in themselves, instead of as a 
transient process. An internal conflict exists between the individual’s pre-trauma sense of self 
and their post-trauma sense of self in the form of schemas). For example, a person who has 
experienced a traumatic event might interpret a reaction such as flashbacks as ‘I have no 
control over my mind and no control over my life’. Such negative appraisals maintain PTSD 
by producing a continued sense of internal threat.  
Other symptoms are less obviously associated with experiencing a traumatic event, 
such as mood swings or increased irritability. In these cases, the person may interpret 
symptoms as signs of permanent negative change, which will also serve to maintain PTSD. 
Negative appraisals encourage the individual to engage in dysfunctional coping strategies, 
such as repression of flashbacks and avoidance behaviours, which then produce emotions 
such as anxiety, depression, anger and frustration, and thereby enhance the symptoms of 
PTSD (Ehlers & Clark, 2000).  
Interpretation of other people’s reactions to the event can also influence a person’s 
appraisals (Clark & Ehlers, 2005; Ehlers & Clark, 2000). Individuals may internalise the 
untrue comments of others. This internalised sense of self-blame may lead to feelings of 
unworthiness and fears of not being accepted by the community. These emotions and 
thoughts would then constitute a sense of continued internal threat, and deprive the individual 
of receiving feedback from others, which may assist them in correcting their negative 
appraisals.  
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Appraisals and emotion responses.  The appraisals of the trauma sequalae determine 
the emotional responses experienced by an individual, which in turn contribute to the 
persistence of PTSD symptoms (Ehlers & Clark, 2000). Individuals may experience a range 
of negative emotions as a consequence of the traumatic event, such as shame, guilt, anxiety or 
depression. For instance, if a person appraises themselves as being responsible for a traumatic 
event, such as “I shouldn’t have walked alone in the dark in that neighbourhood, but I did”, 
this appraisal is likely to lead to feelings of guilt. According to Ehlers and Clark (2000), the 
particular emotional experience depends on the appraisal that is activated.  
Memory of the trauma.  PTSD is characterised by memory disturbances such as 
involuntary recollections of the traumatic event in the form of trauma memories (APA, 
2000). Ehlers, Hackmann and Michael (2004) describe intrusive or involuntary memories of 
PTSD as impulsively triggered, unwanted memories consisting primarily of brief sensory 
fragments of the trauma. The memories exhibit a paradoxical discrepancy between triggered 
re-experiencing of the event and the difficulty in intentionally recalling all elements as well 
as the chronological order of the traumatic event as it played out. It is suggested that the 
intrusions as well as the pattern of retrieval that are characteristic of PTSD are a result of the 
way in which the traumatic event is encoded and laid down in memory (Ehlers & Clark, 
2000). Individual differences in the nature of the memory for the event and its link to other 
autobiographical memories will determine the development of PTSD. However, it is noted 
that there are features typical of trauma memories in PTSD. These memories are 
characterised by poor elaboration and contextualisation, strong associative memory, and 
strong perceptual priming. These features will be explained in further detail in the sections 
that follow.  
According to Brewin and Holmes (2003), the nature of the individual’s trauma 
memory is influenced by the way in which data is encoded (in schematic terms) at the time of 
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the event . This in turn will impact on the nature and retrieval of this memory. Ehlers and 
Clark (2000) describe two routes for the retrieval of autobiographical information. First, 
retrieval can occur through higher-order meaning-based strategies which access 
autobiographical memories. Second, retrieval can occur through direct triggering by stimuli 
associated with the event. Autobiographical memories are usually processed through higher-
order meaning-based strategies which reduces the ease with which memories of past 
experiences are unintentionally retrieved. However, according to Ehlers and Clark (200), the 
lack of organisation and elaboration of trauma memory into a context of “time, place, 
subsequent and previous information and other autobiographical memories” (p. 325), means 
that they are retrieved through direct triggering by stimuli associated with the event. As a 
result they are experienced as a sign of current threat rather than a memory of  a past threat. 
According to the theory, poor elaboration may result from an inability, while experiencing 
the traumatic event, to establish a self-referential perspective that can be integrated into the 
continuum of other autographical memories in time. 
Strong association and perceptual priming. According to Ehlers and Clark (2000), 
strong association with the traumatic event as well as strong perceptual priming makes 
involuntary re-experiencing of the traumatic memory more likely to occur (2000). They 
propose that associative learning, which assists individuals in predicting what will happen 
next, is especially strong for trauma-related material (in schematic terms). If the individual 
associates a certain stimuli with the traumatic event, the likelihood of that stimuli maintaining 
PTSD is high. This is because the individual remains unaware of these cues or stimuli that 
cause involuntary recall from associative memory. This could occur regardless of whether the 
individual is aware of the stimuli at the time, or of how tangential that relationship may be. 
The consequence is that the individual is unaware that the ‘threat’ is related to the activation 
of trauma memories, and not from an actual current threat (van der Linde, 2007).  
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According to Ehlers and Clark (2000), perceptual priming can be seen as a reduced 
threshold for the awareness of stimuli that are temporally associated with the traumatic event. 
These stimuli can become more noticeable, leading to re-experiencing, even though the 
contexts in which they are encountered are different from the event. For example, if an 
individual experiences a traumatic burglary on a night when there is a lot of wind, and the 
entered through bashing down a door, the stimuli of windy nights or hammering on a door 
could cause intrusive re-experiencing of the trauma, even though the individual is at another 
location. 
The reciprocal relationship between the nature of the trauma memory and 
appraisals. Ehlers and Clark (2000) report that appraisals influence the recall of trauma 
memories in a way that can lead the individual to recall only memories that are consistent 
with these appraisals. Information that contradicts these appraisals is not recalled, and in this 
way PTSD is maintained. For this reason, it is important to explore a PTSD sufferer’s 
schemas in order to become aware of the contradictions that may exists. The inability to 
organise and remember trauma details, or the order of the traumatic event, can give rise to 
these appraisals, thereby maintaining a sense of current threat for the individual (in schematic 
terms). Ehlers and Clark (2000) provide the example of an individual who becomes fearful 
while in a safe environment, surrounded with trusted people. This individual’s appraisal of 
the situation leaves them feeling unsafe and unable to relax.  
Maladaptive cognitive and behavioural strategies of avoidance. Ehlers and Clark 
(2000) have found that, in persistent PTSD, the individual uses a range of strategies in an 
attempt to control the feelings of threat and other PTSD symptoms. These strategies may 
decrease the amount of distress experienced in the short term, however, they often maintain 
the disorder in the long run. According to Ehlers and Clark (2000), there are three main 
mechanisms by which this occurs. First, these strategies may directly produce PTSD 
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symptoms. For instance, avoiding sleep in order to avoid dreaming about the trauma will 
increase problems relating to concentration and fatigue. Attempts to force oneself not to think 
about the trauma may lead to intrusive memories being experienced more often. Second, 
these strategies may prevent change in the negative appraisals of the trauma or its sequelae. 
An example would include safety behaviours such as sleeping with a weapon under your 
pillow in order to protect yourself in the event of another burglary. Third, strategies may 
prevent change in the nature of the trauma memory. An example of this would be avoidance 
of any cues or reminders of the trauma, such as not visiting the location where a traumatic 
event took place. Ehlers and Clark (2000) further note that behaviours used to control 
symptoms, such as avoiding certain places, may decrease opportunities for social support. 
According to Ehlers and Clark (200), the type of strategy used is determined by the 
individual’s appraisals of the trauma, and the consequences of this strategy may differ from 
person to person.  
Finally, Ehlers and Clark’s (2000) model takes into account the possibility of a 
number of background factors that can be expected to influence the nature of the trauma 
memory, cognitive processing during the traumatic event, individual’s appraisals of the 
trauma or its sequelae, as well as the maladaptive strategies individuals use to control the 
perceived threat or symptoms experienced. The following diagram adapted from Ehlers and 
Clark (2000) illustrates the model of persistent PTSD. 
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Figure 1: Diagram illustrating cognitive model of PTSD (Adapted from Ehlers & Clark, 
2000) 
Ehlers and Clark’s (2000) model stresses the importance of negative interpretations of 
the event and its sequelae, as well as the process of creating meaning or understanding. 
Cognitive schemas are likely to influence these negative interpretations of the traumatic event 
and its sequelae and the way meaning of the traumatic event is created. The next section will 
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explore cognitive schemas and how they relate to the theoretical framework utilised in the 
present study.  
The Role of Schemas 
People construct their world according to schemas, which help them to understand 
themselves and others in the world. According to McVee, Dunsmore and Gavelek (2005), 
schemas are central to psychological understanding and conceptualising about virtually all 
aspects of human experience, including psychopathology. These authors further state that 
schemas are to a large extent determined by cultural context, and mediate the transaction 
between individual subjectivity and the social, cultural, and natural worlds. Schemas can be 
seen as an individual’s beliefs about themselves, other people, and the world around them. In 
cognitive psychology, schemas play a central role in the posttraumatic coping process, 
consisting of cognitive processing of the information related to the trauma (Jind, 2001). 
 Simmons and Granvold (2005) stated that a person’s schemas can be triggered by 
various stimulus conditions. However, trauma is seen as a powerful stimulus condition during 
which cognitive functions transform the person’s subjective meaning-making process. People 
thus develop schemata from what has happened in the past, from watching what happens 
around them presently, and from what they have been told to believe by their culture, parents, 
peer-group or society. 
Defining schemas.  The concept of schemas is not new to the field of cognition. 
Segal (1988) defined schemas as “structured elements of past reactions and experiences that 
form an enduring body of knowledge which can guide subsequent perceptions and 
appraisals” (p. 148). More recently schemas have been defined as mental structures that help 
individuals systematise information, which directs the processing of information and 
understanding concepts in the individual’s reality (Baron, Byrne & Branscombe, 2006).  
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According to Baron, et al. (2006), schemas influence three basic processes - attention, 
encoding and retrieval. Schemas are based on our past experiences and reflect the knowledge 
we have extracted from our experiences in the social world. Once schemas form, they exert 
powerful effects on what is noticed by an individual, what enters into their memory, and later 
what is remembered. Payne (2010) argues that people’s identities or self-views are involved 
in this process as those people need to think well of themselves, they need to believe that 
their lives make sense, and they need to hypothesise links between events that might 
otherwise seem random and meaningless. This raises questions as to how people define their 
lives and represent them to themselves in schematic terms, as well as how people give 
meaning to their experiences. Individuals accumulate beliefs from their background, prior 
learning, society, culture, and peer groups, and interpret their lives in the light of these beliefs 
or schemas.  
When an individual is exposed to a traumatic event, the new information is processed 
to bring up to date their existing schemata of themselves and the world. However, according 
to Herman (1997), when an individual’s inner schemata of the self and the world is in conflict 
with the new information, the trauma would not be resolved. Herman (1997) explains that the 
trauma is only resolved when a new mental schema is developed for understanding the 
experience and the individual is able to make meaning out of the event. Ehlers and Clark’s 
(2000) cognitive model of PTSD stipulates that an individual will engage in maladaptive 
cognitive and behavioural strategies in order to avoid contrasting and conflicting schemas 
about themselves and the world. When an event does not make sense, leads to a persisting 
sense of threat about the present and the future, and threatens a person’s sense of reality, that 
person will either create new schemas incorporating the event, or they will continue to have 
conflicting schemas that increase their probability of developing PTSD.   
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These authors’ views are in line with the schema theory developed by Janoff-Bulman 
(1988). She argued that trauma has in impact on an individual’s schemata and shatters certain 
“fundamental assumptions”: First, the assumption about the world being benevolent, where 
people are helpful and caring, and the world is a safe and good place to live. Second, the 
assumption that the world is meaningful, predictable, controllable and just. The third and 
final assumption that can be shattered is the assumption that the individual themselves is 
worthy of love, is competent and is a good person.  
According to Janoff-Bulman (1988), trauma will impact on one’s schemata negatively 
and the individual who has experienced a traumatic event will begin to question these 
“fundamental assumptions” as they are in conflict with the information obtained after a 
trauma. The above section provides clear evidence that schemas play an important role in 
understanding the meaning individuals attach to a traumatic event, it’s sequelae, as well as 
the symptomology experienced as a consequence of the trauma. Schemas are influenced by 
prior learning, peer groups, society as well as culture. The following chapter will explore 
traditional African culture, as this will play a significant role in understanding how isiXhosa-
speaking individuals make meaning of trauma.  
 
Conclusion 
This chapter dealt with Posttraumatic Stress Disorder (PTSD), a disorder caused by 
the experience of a traumatic event. The characteristics, dynamics, and symptomology of 
PTSD were discussed, as well as the emergence of the disorder and classification systems of 
PTSD. Early theories as well as more recent cognitive theories of the development and 
maintenance of PTSD were outlined and discussed. A focus was placed on Ehlers and Clark’s 
(2000) cognitive theory of the development and maintenance of PTDS, as this provided the 
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theoretical framework for the present study. Finally, this chapter explored schemas as a way 
in which individuals make meaning of the world around them, and understand events such as 
trauma. 
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Chapter Three: Culture and Health Systems in South Africa 
 
Introduction 
The focus of the following chapter will be on understanding traditional African 
culture in order to gain insight into the principles, traditions and systems governing Xhosa 
culture. In this chapter, culture will be defined and the dynamics of traditional African culture 
will be explored. The importance of spirituality and other belief systems such as ancestors 
and traditional medicine will be also be investigated. This chapter will also look into the 
meaning that people from a traditional African culture attach to illness and health. South 
Africa is a multicultural nation that has been influenced by both African and Western 
traditions. South African people therefore conceptualise illness, healing and other important 
structures using both traditional African and Western health systems, to form a unique view 
that differs from the rest of the world and from person to person. 
 
Culture 
South Africa is known as a multicultural country, made up of a variety of ethnicities, 
languages and religions. In order to understand a person, it is necessary to appreciate them in 
their particular context, and to explore how their culture informs their sense of self. In order 
to understand a person’s conceptualisation of health and illness, it is also necessary to 
understand how their culture has informed these beliefs. It is for this reason that it is so 
important for practitioners dealing with trauma to always take into consideration the cultural 
variations in understanding of trauma (Joyce & Berger, 2007).  
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Culture involves a set of distinct values, traditions and behaviours that are learned and 
shared and passed on from generation to generation in order to promote adaptation and 
functioning. From an individual viewpoint, each person has certain beliefs, values and ideas 
that are incorporated into their sense of self, and that are an important motivating factor in 
moulding and shaping their thoughts and behaviour. This section provides a definition of 
culture and how a person’s beliefs, attitudes and thoughts influence their process of 
understanding in a traumatic event. 
 
Defining culture.  According to the Roshan Cultural Heritage Institute (2001), the 
definition of culture is highly misunderstood, and thus needs to be explored. This institute 
defines culture collectively as a way of life within the domains of language, arts and science, 
thought, spirituality, social activity, and interaction. First, language is considered to be the 
oldest human institution and the most sophisticated medium of expression. second, arts and 
sciences are believed to be the most advanced and refined forms of human expression. Third, 
thought involves the ways in which people perceive, interpret, and understand the world 
around them. Fourth, spirituality includes the values system transmitted through generations 
for the inner well-being of human beings, expressed through language and actions. Fifth, 
social activity is considered to be the shared pursuits within a cultural community, 
demonstrated in a variety of festivities and life-celebrating events. Finally, interaction 
involves the social aspects of human contact, including the give-and-take of socialisation, 
negotiation, protocol, and conventions. 
According to Helman (1994), culture can be defined as “a set of guidelines (both 
explicit and implicit) which individuals inherit as members of a particular society, which tells 
them how to view the world, how to experience it emotionally, and how to behave in relation 
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to other people, to supernatural forces or gods, and to the natural environment. It also 
provides them with a way of transmitting these guidelines to the next generation- by using 
symbols, language, art and ritual” ( p. 2).  
Levy and Shiraev (2004) defined culture as “a set of attitudes, behaviours and symbols 
shared by a large group of people and usually communicated from one generation to the 
next” (p. 4). They elaborate on this definition by stating that attitudes may include beliefs, 
opinions, superstitions and stereotypes; whereas behaviours may includes a variety of norms, 
roles, customs, traditions, habits, practices and fashions. Levy and Shiraev (2004) further 
assert that symbols may be in the form of a material object or gesture to which individuals of 
that culture attach a specific meaning. For example, in Xhosa culture the adolescent boys 
paint their faces after being initiated to become men. Thus the painting of the adolescent 
boys’ faces can be seen as a cultural symbol for the transition into manhood.  Wilson and So-
kum Tang (2007) argue that culture serves as a powerful socialising force, creating and 
shaping beliefs and regulating patterns of behaviour and adaptation.  
 
Culture in South Africa.  When looking at culture within the South African context, it 
is important to consider both individualistic cultures as well as collectivistic cultures. On the 
one hand, individualistic cultures are those who encourage individuals to think of themselves 
as “independent selves”. On the other hand, collectivistic cultures encourage members to see 
themselves as intricately linked to and dependent upon one another (Swartz, de la Rey, & 
Duncan, 2004). African culture is considered to be collectivist in nature, and emphasises the 
concept of ubuntu (Triandis, 1993). Ubuntu reflects the belief that ‘a person is a person 
because of other people’, where the key principles are group solidarity, conformity, human 
dignity and collective unity (Mbigi & Maree, 1995).  
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In her work with the Nguni people, Vera Bührman (1984) emphasised the significant 
impact of culture on shaping the self. Most black South Africans have been exposed to 
Western influences and ideologies. Similarly, most white South Africans have been exposed 
to traditional African influences and ideologies. In the South African context, it would 
therefore be unrealistic to speak of a purely traditional African self, just as it would be 
unrealistic to speak of a purely Western self. For the purpose of the current study, the interest 
lies in exploring whether individuals rely on their traditional belief systems to understand 
trauma. In this case, the focus will be specifically on isiXhosa-speaking individuals who have 
also been exposed to Western influences. The question is raised as to what extent a person’s 
culture shapes or mediates how they make meaning out of a trauma, or how they 
conceptualise, interpret and respond to the trauma. Sue and Sue (2003) believe that including 
trauma’s cultural context is essential in understanding trauma’s effects on survivors.  
An anthropological point of view challenges us to understand how different cultures 
provide different paths to healing and integration of extreme stress or trauma experiences. For 
example, individual’s who identify with traditional African culture might use the services of 
shamans, medicine men and women, traditional healers, culture-specific rituals, conventional 
medical practices, and community-based practices. These various services may offer support 
not only for the individual suffering from the trauma, but also for the wider community in a 
demonstration of their principle of ubuntu (Moodley & West, 2005). 
Understanding the Principles of African Culture 
African culture is considered to be collectivistic (Triandis, 1993). As stated 
previously, the concept of ubuntu is highly valued in African culture, and the key principles 
of ubuntu are group solidarity, conformity, human dignity and collective unity (Mbigi & 
Maree, 1995). From this collective unity it is believed that individuals in African cultures are 
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socialised to be part of a family or community, with a primary aim of benefiting their family 
and community (Bührman, 1984). Personal achievements or interests become a secondary 
aim in optimal functioning (Bührman, 1984).  .    
Rituals, songs, customs, fables and religious ceremonies are seen as a major part of 
African culture, and are passed on from generation to generation (Bührman, 1984). Within 
traditional African culture, death is not considered as the end of life, but as a natural process 
of “moving on” to join the deceased in a state of collective immortality (Ross, 2010). 
Bührmann (1984) emphasises that the world-view and customs of African people “naturally 
are not exactly the same for all of Black Africa, but certain basic themes are universal" (1984, 
p. 26). The following section will focus on the belief systems, the importance of ancestors, as 
well as the hierarchy from God to non-living objects which is prevalent in African culture.  
 
Systems within the Wider Culture 
African cultures are influenced by a hierarchy that exists in which all systems 
influence each other in the cosmology in a collective manner (Bührman, 1984). Unity 
amongst the culture and the systems within the African cosmology is deemed important. 
Within this culture emphasis is placed on the dynamic unity of all things. This is a holistic 
view, where humans form an inseparable whole with the cosmos around them, including 
God, the spirits, ancestors and nature (Truter, 2007). Ross (2010) further states that there is 
an animistic belief that the spirits of nature can be found in mountains, hills, rivers, stones, 
trees, plants and animals, which are all part of the systems within the culture. 
At the top of the hierarchy is the Supreme Being, or God. Below God are the 
ancestors, and then the community of the living, followed by the animals, and lastly by the 
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non-living objects. Life always entails the interaction and maintenance of harmony between 
the different levels of beings and supportive relationships within the systems (Bührman, 
1984). According to Myers (1987), the self is defined and honoured through the concept of 
ubuntu, and by the interrelatedness and interdependence of all the concepts outlined and 
discussed in the next few sections. 
The supreme being ‘God’.  According to Viljoen (1997), in the traditional African 
culture, God is seen as a Supreme Being or creator, who has withdrawn from human beings, 
and is distant and remote from the people. The living spirits and ancestors play a more 
important role in the everyday existence of the people than God, who is believed to have left 
people to fend for themselves (Viljoen, 1997). Despite the distant nature of the Supreme 
Being, it is still believed that people can communicate directly with God through prayer and 
sacrifices (Mbiti, 1991).   
Individuals communicate indirectly with God through the ancestors. Thus, the 
ancestors can be seen as mediators, providing the link for humans and God to communicate 
with each other (Viljoen, 1997). Within this cosmology, God is in the centre, sustaining and 
upholding the cosmology, which includes the animals, nature, individuals, community and 
spiritual beings, such as the ancestors. It is also believed that God maintains a harmonious 
world and ensures that all perform their own duties within it (Mbiti, 1991).  
The Role of the ancestors.  The ancestors play an important role in the lives of 
individuals within an African culture. According to Hund (2004), ancestors can be seen as a 
clairvoyant. They are believed to be individuals who have passed from this life, who now 
have a direct link to God, and act in the spiritual realm in order to protect, advise and also to 
curse individuals (Bührmann, 1984). Ancestral spirits play an important role as they act as 
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intermediaries through which individuals can gain access to the Supreme Creator (Ross, 
2010). 
According to Bührmann (1984), the ancestors’ primary method of communication 
with humans is through dreams. Ancestors can appear as human beings or animals, or as a 
voice giving advice, instruction or making a request. Bührmann (1984) explained that dreams 
are considered to be of significance in the lives of Black people because they understand that 
they are a means through which ancestors communicate with them. The result is that dreams 
are treated as “fragments of reality” and instructions are usually acted on, giving direction to 
a person’s life.  
Bührmann (1984) further states that the ancestors are respected and honoured by the 
living through rituals and ceremonies. The purpose for this custom is to learn the wishes of 
the ancestors, to be guided by their wisdom and knowledge, and to receive their blessing. It is 
believed that no ceremony can be successful without the cooperation and guidance of the 
ancestors. Honouring the ancestors is believed to not only provide protection and prosperity, 
but also to allow for the application of punishment in cases where rituals are not followed or 
are violated. It is important for individuals from the traditional African culture to be seen in a 
good light by the ancestors, otherwise they will suffer from misfortune. In order to restore 
harmony in the relationship between a person and the ancestors, the person is required to 
offer a sacrifice to the ancestors.  
According to Ross (2010), traditional leaders can be seen as the custodians of African 
culture and way of life. However, it is only diviners and traditional doctors who are chosen 
by the ancestors for mediatory work (Ross, 2010).  
People and the community.  In the African worldview, the principle of ubuntu 
signifies the importance of relationships with family and the community in defining the self. 
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In traditional African culture, people are defined by the relationships they have with their 
families and community, valuing group solidarity, conformity and collective unity, which 
extend into their social environment. The emphasis on relationships is central to the value of 
individuals and an aspect that gives meaning to life for individuals within an African 
community (Kasambala, 2005). According to Hammond-Tooke (1989), individuals in a 
traditional African culture are not defined by their independence, instead it is the community 
which defines the individual.  
The African worldview is holistic in nature. Shutte (1994) states that no distinction is 
made between the various parts of the system, and all systems are seen to be related to each 
other. The self and the world are seen to be united in a reciprocal relationship. Individuals 
together with the community, animals, ancestors and nature are all linked in the cosmology 
and all these systems influence each other by the utilisation, caring, and blessing of systems, 
dancing, prayer and respect for one another. According to Eagle (2004), age is seen in a 
positive light. As such, elderly people are valued for their wisdom, and advice, and are cared 
for and given a lot of respect.  
Animals and non-living objects.  Animals and plants play an important role in 
traditional African culture, specifically within rituals and in traditional medicine. In this 
culture, there is a belief that the spirits of nature are found in certain mountains, hills, rivers, 
stones, trees, plants, animals and birds, which are all part of the community of life (Ross, 
2010). According to Thornton (2009), the system of medicinal herbs is often used, taught and 
learned with divination. The herbs or animal products, such as fats and skins, are used in 
traditional healing and are called muti which means ”plant” or “tree”. Thornton (2009) further 
states that it is often believed that dreams tell the traditional healers what herbs or animal 
produce to use in the healing process, and that the herbal system constitutes a field of 
knowledge and expertise that is different from the rest of the healing practices, and also 
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different from Western scientific knowledge. Within this culture, there is no such thing as the 
notion of “chance”. It is believed that there is a reason for everything, and the reason for the 
use of these indigenous remedies is not only to fight or cure illness but also to protect oneself 
against any hardship or ill-fortune (Cocks & Moller, 2002). 
In traditional African culture, a range of herbal mixtures are commonly used as 
remedies to allay fears and anxieties in everyday life. Parts of animal skins can also be used 
by traditional healers. which serve as metaphors or symbols for the attributes of the diviners. 
For example Nomatse, which is grey mongoose; Nywagi, which is wild cat; and impungutye, 
which is jackal skin (Cocks & Moller, 2002). The spectrum of remedies is wide and beyond 
the scope of the current research. For this reason only a few will be mentioned. According to 
Cocks and Moller (2002), Amafuta Enjayolwandle is used on infants to protect them from 
evil spirits. Literally translated this means “fat of the sea-dog”. The product is smeared over 
all openings of the infant’s body to seal against the entrance of evil spirits.  Intsizi ekhothayo 
is a mixture which can be sprayed on one’s body to extract the poison inflicted from 
witchcraft out of the body.  
Taking into consideration the multicultural nature of South Africa, it is of the utmost 
importance to explore the indigenous health system in its relationship with the Western health 
system. South African people utilise both models, and therefore, accommodating both 
without violating the fundamental beliefs and practices of either is important. In the following 
section, the African traditional health model and the western model of health will be 
discussed with a focus on the differences between these two models. 
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Health Models in South Africa 
In South Africa, the traditional and the modern models of health operate side-by-side. 
The African traditional worldview of health, healing and illness differs from the Western 
worldview. The modern approach stems from a Western paradigm, which views disease as a 
“biological malfunction, with illness manifesting in chemical, anatomical or physiological 
changes” (Ross, 2010, p. 45). Thus, there is a clear separation between the mind and the 
body. Western medical doctors generally base their diagnosis on a patient’s medical history, a 
physical examination or a laboratory test. Ross (2010) further states that it is apparent from 
this worldview that healing can be seen as a scientific, rational and empirical process where 
the aim is to correct disease through appropriate medical, surgical and chemical interventions.  
On the other hand, the traditional African approach stems from the indigenous belief 
system. This is a holistic approach where emphasis is placed not only on the mind, but on the 
body and spirit as well. All three components are seen as coexisting and no distinction is 
made between the different parts (Ross, 2010). This view is consistent with the definition 
provided by the World Health Organisation, which puts forth that health as the state of 
complete physical, mental, social and psychological well-being (Hund, 2004).   
The African indigenous healers categorise behaviour according to the meaning it has 
for the individual. This is usually interpreted in the context of the individual’s relationship 
with the community, ancestors or bewitchment. In the Western worldview, psychologists use 
the DSM to categorise behaviour phenomenologically within a psycho-social framework 
(Van Dyk, 2001).  
Another contrast between these two worldviews deals with the way in which illness is 
perceived.  In African culture individuals view the “whole” of a person as ill instead of 
diagnosing the illness to a certain part of the body as in the Western approach. According to 
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Bührman (1984), individuals in the African culture reason that when part of them is ill, that 
the whole of them is ill, irrespective of what the illness is. In the traditional approach there 
exists no distinction between an individual’s mind and body.    
The traditional model of health is based on harmony with all the systems. When 
harmony is not present, disease will be present (Bührman, 1984). In traditional medicine, 
disease and disorders are thought to arise from natural, social or psychological disturbances 
that create disequilibrium. This disequilibrium will be expressed in the form of physical or 
mental problems. Individuals who follow the traditional model will search for healing by 
seeking to restore harmony, balance and equilibrium, not only by alleviating physical 
symptoms but also by reintegrating the individual with his or her community, the earth and 
the spiritual world. All elements in the system including God, the ancestors, the community, 
animals and plants, will be assessed in order to find the imbalance. Ross (2010) claims that 
seventy five percent of the global population continue to rely on traditional forms of healing 
and medicine. 
According to Robins (2009), in the African illness paradigm “African disorders” can 
be seen to include ancestral spirit possession, sorcery which can result in panic-stricken and 
anxiety symptoms, poisoning which is believed to be derived from a sorcerer, and pollution 
which is seen as a mystical force that decreases a person’s resistance to illness and causes 
misfortune. These individuals may have behavioural disturbances or depression, and they are 
thought to be accident prone, environmental hazards. It is believed that disregard for social 
rituals and taboos during major life events can result in compulsive behaviours (Robins, 
2009, p. 6).  
Many national health care organisations uphold Western medical systems as superior, 
assuming indigenous systems to be non-scientific, less rigorous or ineffective. This issue is 
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multi-faceted and has been a point of debate among African health care organisations for 
many years. Two of the most obvious obstacles to successful national healthcare services in 
Africa are the lack of financial resources and the lack of trained health services personnel 
(Peltzer, Phaswana-Mafuya & Treger, 2009). Western healthcare has many benefits, and has 
proven to be effective in reducing infant mortality and increasing life expectancy. However, 
it is expensive, impersonal and largely inaccessible to many individuals in South Africa. 
Indigenous practitioners are more widely used because they are more accessible to the 
majority of the population in South Africa, especially in the rural parts of the country 
(Robins, 2009).  
 
Traditional African Healers in the South African Context  
African Traditional healing involves a holistic integration of mental and spiritual 
guidance, herbs, nutrition and physical therapy, as it is linked to the African cosmology. 
According to the Traditional Health Practitioners Act, Act 35 of 2004 (Republic of South 
Africa, 2004), Traditional health practise can be defined as  
“the performance of a function, activity, process or service based on a traditional 
philosophy that includes the utilisation of traditional medicine or traditional practices 
and which has as its object: (a) the maintenance or restoration of physical or mental 
health or function or; (b) the diagnosis, treatment or prevention of a physical or mental 
illness or; (c) the rehabilitation of a person to enable that person to resume normal 
functioning within the family or community or; (d) the physical or mental preparation 
of an individual for puberty, adulthood, pregnancy, childbirth and death”. 
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This excludes the professional activities of a person practising any of the professions 
contemplated in the Pharmacy Act, the Nursing Act, the Allied Health Professions Act or the 
Dental Technicians Act, and any other activity not based on traditional philosophy. (Republic 
of South Africa, 2004). 
Traditional healers believe that their healing powers derive from their ancestors, and it 
is believed that the ancestors call on individuals to train as healers, and then continue to guide 
them from the spiritual sphere in their practices in diagnosing and healing others (Lindow, 
2008). Traditional healers do not all perform the same function or, and are not all classified in 
the same category (Truter, 2007). One can distinguish five broad categories of South African 
traditional healers that have different names within the various African language groups and 
regions. Truter (2007) further states that each of the traditional healers has their own field of 
expertise with their own methods of diagnosis and their own, particular medicine. While 
some healers identify themselves primarily as one type of healer, others combine more than 
one type, with certain roles overlapping. The five categories include diviners, herbalists, 
prophets or faith healers, traditional surgeons or iingcibi, and traditional birth attendants.  
First, diviners, sangomas or amagqirha are called into the profession. Diviners form a 
crucial link between humans and the supernatural. They usually diagnose illness by throwing 
bones, cards or stones and consulting the ancestors (Truter, 2007). Throwing bones is 
sometimes referred to in common phrasing as a “floor X-ray” because the diviners are able to 
understand an individual’s problem from the pattern which the bones form. Some diviners are 
able to enter a trance-like state of altered consciousness that allows them to communicate 
with the ancestors and ask for assistance, protection or a specific ritual that must be followed 
(Hammond-Tooke, 1989).  
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Second, herbalists, inyange or ixhwele are ordinary people who have acquired an 
extensive knowledge of herbal treatments. They could be compared to pharmacists. They do 
not possess occult powers and are not necessarily called to the profession. These individuals 
are able to diagnose illnesses and prescribe herbs, medication and enemas for a range of 
ailments, for providing protection against witchcraft, for prevention of misfortune, and for 
bringing prosperity and happiness (Ross, 2010).  
Third, prophets, faith healers, or umthandazi heal within the framework of the African 
Independent churches (Cumes, 2004). It is believed that their healing powers come directly 
from God (Ehlers, 2000). Prophets or faith healers use prayer, candle light or water as well as 
enemas and inhaling of the vapour of substances poured over heated stones in their diagnosis 
and treatment of individuals (Ross, 2010).  
Fourth, traditional surgeons or iingcibi are trained to conduct circumcisions of young 
men. The circumcision is seen as a rite of passage into manhood (Thornton, 2009). Most of 
these surgeons are not formally trained in the Westerns sense of having a medical degree, but 
are trained by elders in their community on how to perform this type of surgery (Truter, 
2007).   
Fifth, traditional birth attendants assist women during pregnancy, labour and birth 
(Peltzer, Phaswana-Mafuya & Treger, 2009). Traditional birth attendants are highly valued 
providers, especially when pregnant woman cannot reach hospitals or primary care facilities 
due to these facilities being unavailable or inaccessible (Cumes, 2004).   
In general, African traditional healer’s skills are acquired by apprenticeship to an old 
healer, experience of certain techniques or conditions, or by a calling by the spirits or 
ancestors. The calling can take the forms of a dream, a passion or a feeling. Sometimes the 
calling makes a person feel sick or brings them ill-fortune so that they consult with a 
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traditional healer (Bührman, 1984). If the calling to become a healer is not obeyed by the 
individual, they will remain ill or continue to suffer ill-fortune until they accept the calling 
and enter into an apprenticeship with a more experienced traditional healer (Ross, 2010). The 
process of initiation of indigenous healers is referred to as ukutwasa, derived from the Xhosa 
concept of twasa, meaning the emergence of something new.   
It is estimated that there are between 250 000 and 400 000 traditional healers in South 
Africa, and 28 000 medical doctors (Ross, 2010). Eight out of every ten black South Africans 
are still believed to rely on traditional medicine alone, or in combination with Western 
medicine. From the above, it is clear that traditional healers play a major role in the healing 
of South African people.  
During the Apartheid era, the 1974 Health Act and its 1982 amendments restricted 
traditional healers from performing any act related to medical practices (Hund, 2004). 
Despite these laws, traditional healing continues to operate in rural as well as urban areas, 
and is used by individuals of all educational and socio-economic levels (Hund, 2004). After 
the African National Congress (ANC) came into power in 1994, the government formulated 
the White Paper for the Transformation of the Health System in South Africa, which 
recognised that traditional healers form part of the broader primary healthcare team. In 2007, 
the government established the interim Traditional Health Practitioner’s Act, which would 
lay the path to the establishment of the Traditional Health Practitioners Council of South 
Africa. The purpose of this professional body would be to regulate registration, training and 
practice of traditional practitioners, and to protect individuals who use their services (Ross, 
2010). Ross believes that even though the Act has been active, there still exists a lack of 
consensus among stakeholders.  
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Robins (2009) believes that most South Africans will continue to favour the services 
of traditional healers above those of western healers for various reasons. The first reason has 
to do with the values, the beliefs and the failures of western medicine. Robins (2009) asserts 
that the western system does not understand the African cosmology and does not take into 
consideration the beliefs and values of the individuals from this culture. This may lead to 
misdiagnosis as the focus is placed only on physical symptoms. Integration with the 
community is not considered, which is important within traditional culture. The second 
reason that Robins (2009) proposes for why people would continue to prefer the services of a 
traditional healer involves the dictatorship experienced in the attitudes of doctors and nurses 
who ”force” people to abandon traditional indigenous healing methods. The third reason 
deals with the resistance of individuals who utilise the traditional services to conceptualise 
why their African healing methods should be abandoned or discarded. Finally, according to 
Robins (2009), the availability, affordability and accessibility of traditional medicine as 
opposed to western medicine will also continue to result in people utlising this system. 
Robins (2009) argues that traditional medicine is usually more affordable and accessible as 
traditional healers are community members and are often within walking distance of their 
clients’ homes. 
 
The Meaning Attached to Illness 
According to traditional African beliefs, every illness has a specific purpose or cause, 
and the notion of “chance” is not entertained by individuals in the culture (Cocks & Moller, 
2002). Bührman (1984) asserts that individuals from the traditional African culture believe 
that there is an explanation to every misfortune, and answers are sought  by those individuals. 
The majority of mental illnesses in African cultures and societies are explained in 
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intrapersonal terms, rather than in naturalistic terms. For instance, illness may result from 
possession of a spirit or ghost; it may result from punishment or a calling from the ancestors 
being ignored; or it may result from witchcraft (Eagle, 2004).   
In the traditional African belief system mental and physical illness is believed to be 
caused by conflict between individuals and the ancestors, God, witches or spirit (Ross, 2010).  
Illness can also be attributed to natural causes or a breakdown in human relationships, as it is 
believed that illness also involves a social aspect, as previously emphasised in this chapter. 
Ross (2010) further states that an individual is not healed only by herbs and other natural 
products, but also by communicating with the ancestors, who in turn communicate with the 
Supreme Being with the aim of restoring harmony within the system.   
It is believed within African traditional culture that an individual’s illness or ill-
fortune can also be cured by taking responsibility, by resolving conflicts with other 
individuals, and making amends with the community or ancestors (Ross, 2010). However, the 
cause of illness or bad luck is usually attributed to agencies external to the individual with the 
symptoms and the affected family or community. This is in contrast to the Western view that 
responsibility and agency are located within the individual (Cocks & Moller, 2002; Viljoen, 
1997).  
 
Conclusion 
In African health systems, the identification, assessment and classification of diseases 
or illness is shaped by an individual’s physical environment as well as their beliefs about the 
causes of illness and disease. These beliefs are passed down from generation to generation. 
Social class, an individual’s level of education as well as exposure and access to Western 
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institutions and medicine may influence their perception about health and illness and the 
treatment thereof. Some people might have a more Western outlook on life even though they 
come from a Traditional African background. It is therefore not wise to assume what a 
person’s views will be based solely on their culture of origin. This concept of enculturation 
will be explored and discussed in the following chapter, together with trauma, schemas and 
cultures in South Africa.  
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Chapter Four: Integration of PTSD, Culture and Schemata 
 
 
Introduction 
The aim of this chapter is to integrate the various concepts explored in the previous 
chapters. This will provide a holistic picture of the framework used in the present study. The 
researcher will seek to investigate how PTSD, culture and schemas influences each other. 
 
The Conceptual Framework for Research 
The need to identify how people respond to traumatic events has become a central 
issue in psychology. Extensive research has been conducted in this field, which only 
emphasise the importance (Eagle, 2004; Edwards, 2005). Traumatic stress is a subjective 
experience that can be placed on a continuum from mild to severe. Most individuals 
experience emotional, physiological, mental and behavioural changes that occur as a result of 
exposure to a traumatic event. These changes may fade away with time. However, in some 
cases symptoms do not fade away and continue to affect the daily functioning of these 
individuals, and may result in the development of PTSD.  
The concept of culture was defined in the previous chapter, along with various 
traditional African principles. South Africa is a multicultural society. It is also a country 
where there is a high incidence of potentially traumatising events. Previous research has 
suggested that cultural diversity plays a role in the experience of PTSD. Therefore, it is 
important to gain an understanding of the potential effect of a person’s cultural background 
on the processing of a traumatic experience and the symptoms related to the experience. 
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Individuals may respond differently to trauma and may also present with various 
types of symptoms. In order to treat these individuals it is of utmost importance for clinicians 
to be aware of the similarities as well as differences that are present in different cultures.   
A key aspect of the present study was to explore how the schemas of isiXhosa-
speaking individuals influence their understanding and interpretation of the world, as it 
relates to a traumatic stressor, and themselves after being exposed to a traumatic event. 
McCan and Pearlman (1990) describe traumatic events as destroying existing cognitive 
schemas or cognitive representations of the self and the world. This notion was echoed by 
Janoff-Bulman (1988), and was discussed in detail in Chapter Two (Posttraumatic Stress 
Disorder). In order to increase our understanding of an person’s experience of a traumatic 
event and its sequelae, it is important to gather information on the posttraumatic schemas 
which that person holds about the world and themselves.  
Schemata exist as active processes which represent past and current knowledge about 
oneself and the world, and which are continually being revised as new information enters into 
awareness. These schemas might not be consistent with the existing schemas and 
autobiographical memories, and this inconsistency may lead to the development of PTSD 
(Ehlers a& Clark, 2000). McCann and Pearlman (1990) put forth that individuals are faced 
with the task of assimilating or accommodating the new meaning of the trauma into their 
schemata. Many widely accepted theories emphasise the significance of the role of schemata 
in both organising experiences and attenuating or exacerbating anxiety, depression, and other 
psychological disorders (Ehlers & Clark, 2000; McVee, Dunsmore & Gavelek, 2005).  
In summary, schemas can be seen as mental structures that make up our sense of what 
life has been, is and might be, providing a reason for or a collage of mental images that define 
our own unique personal history, our sense of ourselves and our sense of our place in the 
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world (Payne, 2010). How an individual remembers and interprets experiences is strongly 
influenced by multiple factors, including social, cultural and relational factors which they 
have internalised and made their own. This does not necessarily mean that a person who 
comes from a Xhosa background will interpret an event in a way that is in line with what 
textbooks tell us about how that Xhosa people experience life. Even though a person has a 
certain cultural background, that person might interpret an event from their own experiences 
and history. It is for this reason that the researcher asked each participant how they have 
interpreted the traumatic event instead of assuming that would have predetermined 
explanations. 
Individuals have different thresholds for trauma. Two people may be exposed to the 
same traumatic event, but one may go on to develop PTSD and one may not. Some people 
are more resilient and some more vulnerable to developing clinical symptoms after exposure 
to extremely stressful situations. According to Joyce and Berger (2007), cultural factors shape 
how individuals make meaning out of trauma and mediate how they conceptualise, interpret 
and respond to trauma. This is a key element in the present investigation. Culture also 
determines which emotional or behavioural reactions are viewed as normal, and which as 
pathological. The researcher aimed to investigate how isiXhosa-speaking individuals interpret 
and respond to a traumatic events and conceptualise PTSD symptoms, with a possible 
underlying cultural interpretation.   
The experience of trauma is therefore subjective, but this subjectivity may be 
influenced by an individual’s cultural background and worldview. Of central importance are 
indications that an individual’s interpretation of a traumatic experience and its sequelae may 
contribute greatly to the maintenance of PTSD (Ehlers & Clark, 2000). 
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Conclusion 
This chapter aimed to integrate existing literature on trauma and PTSD, and the 
possible influence of culture. The goal was on bring these concepts together in order to 
develop a better understanding of the framework on which the present research was based. 
The focus of the following chapter will shift to the methodology used to conduct this study. 
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Chapter Five: Research Methodology 
 
Introduction 
This chapter provides an overview of the research and methodology that was utilised 
in this study. Specific focus will be placed on the research design, participants and sampling 
procedure, method of data collection, research procedure, data analysis and ethical 
considerations.  
 
The Primary Aim and Objectives of the Study 
The primary aim of the study was to explore and describe how individuals from the 
Xhosa culture experience and understand trauma and PTSD. Specifically the study aimed:   
1.  To explore and describe these individuals’ understanding of traumatic events, with 
consideration of how this understanding may have been influenced by cultural 
interpretations.   
2. To explore and describe these individuals’ understanding of the symptoms after a 
 traumatic experience with consideration of how this understanding may have been 
influenced by cultural interpretations. 
 
Research Design 
The research design involves the strategies, plans or structures of investigation that 
seek to obtain answers to various questions. Therefore, the purpose of a research design in a 
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research study is to provide a framework within which data will be obtained, interpreted and 
analysed (Terre Blanche & Durrheim, 2002). The present study made use of a qualitative 
design, and this will be further explained in the next section. 
 
Research Method 
For the purpose of this study, a qualitative exploratory descriptive research method 
was employed. The choice of research method was based on the aim and objectives of the 
study. The qualitative research design enabled the researcher to gain in-depth understanding 
of the subjective experience of participants. According to Gavin (2008), a qualitative 
approach is allows for the study of psychological events in a more natural setting, and for the 
interpretation of meaning within context. Similarly, according to Langdridge (2007), 
qualitative research allows “interpretation of phenomena in terms of the meaning these have 
for the people experiencing them” (p.20). King and Harrocks (2010) further explain that 
qualitative research is engrossed in how individuals differ in relation to a certain 
phenomenon, as much as what they might have in common. These authors all describe 
qualitative research as a design used to gain information and understanding of individuals in a 
certain context.  
 
Qualitative Approach 
There are various methods to use in the qualitative approach. The researcher chose to 
use an exploratory descriptive method that is in line with the purpose of the study. The aim 
was to gain an understanding of trauma experiences and PTSD symptoms by describing the 
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information the participant’s shared, focusing on their cognitions, attributions and schemata.  
The researcher utilised an interpretative phenomenological approach.  
The first element of the interpretative phenomenological approach is interpretation. 
According to Smith and Osborn (as cited in Smith, 2003), the aim of an interpretive approach 
is to conduct a detailed exploration of how participants make sense of their personal and 
social worlds, with particular emphasis on the meaning that a particular experience or event 
holds for them. King and Horrocks (2010) explain that interpretative research describes 
aspects of the social world, and that it does so by providing detailed accounts of specific 
relationships, processes or social settings.  
The second element of interpretative phenomenological approach is the 
phenomenological nature. Langdridge (2007) proposed that the phenomenological approach 
entails a focal point on human experience as a topic in its own right; a concern or interest 
with meaning and the way in which meaning arises in different experiences; description and 
relationships being the focus rather than interpretation and causality; and; finally it involves 
acknowledgment of the role of the researcher in the co-construction of the topic under 
investigation, with an understanding and interest in the way in which all experiences must be 
understood in context. 
Phenomenology is a philosophical perspective which, emphasises subjective 
experiences and interpretations of the world (Gavin, 2008). It is the goal of a 
phenomenologist to understand how others see the world (Gavin, 2008). Leedy (1997) 
defines phenomenology as a process of seeking to understand a person’s perspective as they 
experience and understand it. According to Willig (2001), a phenomenological research 
approach investigates a person’s perspective and provides a detailed description regarding 
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their consciousness, with the aim of understanding the qualitative differences their 
experiences and to illuminate the essential meanings.  
When conducting cross-cultural research, it is important to seek to understand the 
perspectives of the participants and the meanings they make in their everyday lives. The 
researcher attempted to explore and describe the trauma experiences and symptoms of 
isiXhosa-speaking individuals with the use of a qualitative interpretative phenomenological 
approach. 
 The interpretive phenomenological approach (IPA) is used in qualitative research for 
the purpose of interpreting how individuals make sense of their life experiences (Smit, 
Flowers & Larkin, 2009). This research focuses on the experience of trauma, and how 
individuals understand and makes sense of this trauma. This was done by probing for 
subjective understanding of the self, others, the event and PTSD symptoms as they are 
experienced in schematic terms. According to Chapman and Smit (2002), the IPA recognises 
not only the respondent’s thoughts and beliefs, but also that the researcher has his or her own 
ideas. This fits in with the current research study in that the focus is on cognition and 
identifying schemas used to make sense of the participants’ understanding of the traumatic 
event. In summary, IPA is idiographic and is interested in the personal account of an 
experience (Smit, Flowers & Larkin, 2009). 
 
Advantages and Disadvantages of the Research Approach 
Any research method has advantages and disadvantages. This section of the chapter 
deals with general advantages and disadvantages of the qualitative research method. 
According to Creswell (1998), the advantages of qualitative research is that it seeks a wider 
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understanding of the whole context. Another advantage is that this research design uses 
subjective information to describe the experiences of individuals and the interactions between 
different variables. De Vos (2005) states that a qualitative research design produces more in-
depth or comprehensive data from participants when compared to other research designs.   
The disadvantage of qualitative research is that it is subjective, and this influences the 
reliability and validity of data collection (Descombe, 2003). Creswell (1998) also describes 
qualitative research as being limited in scope due to the in-depth data collection approaches 
necessary. Finally, Holliday (2002) cautions that it is difficult to detect researcher induced 
bias in qualitative research. For the purpose of the present study, the advantages and 
disadvantages were both considered. However, the qualitative research method was 
considered best given the particular aims of the study.  
 
Sampling 
There are various methods of sampling within a qualitative research design. In the 
following section, the researcher will discuss the sampling method that was utilised for the 
present study. It is however noted that qualitative sampling does not concern itself with being 
representative; but rather it requires data to be rich in description (Creswell, 1998). This 
research study made use of the non-probability purposive sampling method. The researcher 
was interested in a certain group of people, thus the use of the non-probability method was 
appropriate. In purposive sampling a particular group of people are chosen because they may 
illustrate some feature that is of importance for a particular study (De Vos, Stydom, Fouche 
& Delport, 2005). According to Flick (1998), it is the participants’ relevance to the research 
topic rather than their representativeness which determines the way in which they are 
selected. Gavin (2008) states that purposeful sampling provides the researcher with cases that 
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are relevant to the research question, which are rich in information, and which will provide 
in-depth insight into the topic. Non-probability purposive sampling is suitable for the present 
study due to the unique characteristics of the population being studied and the advantages this 
method offers. The advantage of using non-probability purposive sampling in this study is 
that it is less complicated and less expensive than probability sampling. However, Babbie 
(2005) describes the disadvantage of this sampling method. It is noted that the probability 
that a person will be chosen is not known or not guaranteed. A further disadvantage is that the 
researcher cannot claim that the obtained sample is representative of the larger population. 
The researcher also has to make his or her own judgement about which participants to include 
into the sample.  
The researcher is interested in a specific group of South Africans, which are isiXhosa-
speaking individuals who have been exposed to a traumatic event and have suffered from 
PTSD symptoms. The IPA method of sampling is therefore well suited as the aim is to focus 
on a specific group of people (Chapman & Smith, 2002). All participants in this study were in 
treatment at a Rape Crisis Centre in Port Elizabeth, and treating clinicians from the centre 
were asked to identify potential participants that qualified for a diagnosis of PTSD according 
the DSM-IV-TR criteria.   
Smith (2003) suggested that five to six participants is a suitable number for a study 
using IPA. The sample consisted of eight participants. For one of the participants only three 
weeks had elapsed since the traumatic event. The researcher carefully considered whether to 
include this participant. The decision was made to include the participant as she did meet the 
diagnostic criteria for PTSD provisionally. There were two important diagnostic elements, 
including lack of sleep and severe avoidance of triggers, which indicated that she could 
already be diagnosed with PTSD. 
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The sample size for this study was determined by the level at which data saturation  
was reached.  Neuman (2006) states that the size of the sample depends on the kind of data 
analysis the researcher plans, on how accurate the sample has to be for the researcher’s 
purposes and on population characteristics. The researcher was aware that participants might 
differ in their views and that some participants might not purely have been influenced by an 
African cultural background. This is consistent with the concept of enculturation or culture as 
a phenomenon that exists within an individual. 
If sampling was limited to individuals that exhibit ideas consistent with only an 
African worldview, we would miss what isiXhosa-speaking individuals are really 
experiencing. i.e., the research would no longer be guided by phenomenological principles. 
The researcher’s interest was not to establish what an African cosmology says about 
traumatic events and their symptoms, but to ask isiXhosa-speaking adults about their lived 
experiences in this regard, while still considering that culture would have an influence on 
these lived experiences.  
Culture can be seen as an amorphous variable. Therefore, by specifying isiXhosa-
speaking individuals only, this variable becomes more is less vague. The researcher strongly 
believed in the importance of exploring this issue, and remained aware of attaching a cultural 
label to an individual purely based on the fact that they speak isiXhosa. By using the word 
“cultural”, it may seem that it was only a cultural interpretation that was of interest to the 
researcher. However, this is not the case. The researcher hoped to investigate the totality of 
the lived experience of these individuals, with a special focus on cultural influence.    
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Participants 
The participants in this study were adult isiXhosa-speaking individuals who have 
experienced trauma and have been diagnosed with PTSD. For the purpose of this research, 
trauma was defined as the exposure of an individual to one or more of the following events: 
death or threatened death, actual or threatened serious injury, or actual or threatened sexual 
violation (APA, 2000).  
The inclusion criteria were therefore South African, isiXhosa-speaking, adults, who 
had experienced a traumatic event, and who had received a diagnosis of PTSD. Individuals 
with a previous psychiatric diagnosis, i.e., prior to the traumatic event in question, were 
excluded from the study.  
The eight participants that participated in the research study will be described 
according to the information gathered from the biographical questionnaire. All of the 
participants were female isiXhosa-speaking South Africans who experienced a traumatic rape 
and had a PTSD diagnosis with no prior psychiatric disorders. All of the participants were in 
treatment at the participating organisation during the data collection process. 
Table 2 Table of Participants’ Representation in Age and Time Elapsed Since Trauma 
Respondent  Age Time since trauma 
Respondent 1 20 1 month 2 weeks 
Respondent 2 23 2 months 
Respondent 3 19 2 months 
Respondent 4 20 3 weeks 
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Respondent 5 20 11 months 
Respondent 6 22 11 months 
Respondent 7 20 15 months 
Respondent 8 21 14 months 
 
 
Data Collection Technique 
Data collection is the process of gathering information from participants. There are 
numerous ways of collecting data, and the choice of which method to use depends on the 
research methodology and aims of the research. Given the exploratory nature of the study, the 
decision was made to use qualitative interviews as a means to gather data. According to 
Babbie and Mouton (2001), in a qualitative interview, the interviewer establishes the 
direction of the conversation and pursues certain topics which are raised by the respondent. 
The qualitative interview provides the researcher with a maximum amount of in-depth 
information regarding the participants’ experiences. The researcher used qualitative, semi-
structured, one-on-one interviews in order to collect data from the participants. The data 
collection procedure, interview schedule as well as description will be discussed in the 
following section.  
 
Semi-structured interview schedule.  The researcher wished to collect detailed data 
about how each participant had perceived, and was making sense of, the rape event. A semi-
structured questionnaire was utilised. The researcher did not want to limit the scope of 
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discussion in the hope of gaining as much information about the participants’ experiences 
regarding the traumatic event and PTSD symptoms as possible. It was therefore necessary for 
the researcher to use a flexible data collection instrument which would allow the interviewer 
and participants to engage in a dialogue. Initial questions could then be modified depending 
on the participant’s response.   
A semi-structured interview gave the interviewer the opportunity to probe interesting 
and important areas which arose during the course of the discussion. King and Horrocks 
(2010) emphasise that flexibility is a key requirement of qualitative interviewing, and note 
the opportunity for the researcher to respond to issues that might emerge during the process. 
This issue of flexibility was important for the researcher as the semi-structured interview 
involved open-ended questions which elicited the main themes under investigation (Willig, 
2001).  
The semi-structured interview that was designed for this particular study involved 
direct interaction between the interviewer and each respondent. There was no formal 
structured protocol, and the interviewer was free to steer the conversation in any direction 
that was necessary. A further advantage of this method is that, while it allows the participant 
to be the expert on the topic, it also enables the researcher to limit the topics discussed to 
those under question, as guided by an interpretive phenomenological approach. King and 
Horrock (2010) also note that in a qualitative interview, the questions should not be focussed 
on establishing a causal relationship or generalised pattern of behaviour. Instead, they should 
be focussed on the meaning of the experience for the participant. The interview schedule for 
this particular study consisted of seven topics or questions which were influenced by the 
cognitive elements of posttraumatic stress disorder presented in Chapter 2 (Posttraumatic 
Stress Disorder). They were focused on on the interpretation of the event, presenting 
symptoms, and the potential influence of culture in terms of cognitive schema.  
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Interview questions.  In the present study, the researcher made use of an interview 
schedule in order to guide the interview. This interview schedule was made up of seven 
topics questions which are listed below as well as in the Interview Guide in Appendix C.: 
1. Explore the participant’s attributions regarding the reason for the specific event. For 
example, “why do you feel the event happened to you?” This involves an exploration of 
the personal attributions for the specific event. 
2. Explore the reasons why the participant thinks these events happen to people in general. 
For example, “why do you feel these kinds of events happen to people in general?” This 
involves an exploration of the participant’s general schemata as they relate to traumatic 
experiences in general. 
3. Explore the participant’s thoughts around why other people think these types of events 
occur For example, “what do people say about why these kinds of events happen to 
others?” This involves an exploration of the participant’s perceptions around existing 
cultural schemas regarding traumatic events.  
4. Explore the participant’s attributions regarding the symptoms they are experiencing as a 
consequence of the event. For example, “what do you think are the reasons for the 
symptoms that you are experiencing?” This involves an exploration of their personal 
attributions regarding the current symptoms. 
5. Explore the participant’s thoughts on why people may experience the kinds of symptoms 
in question. For example, “why do people experience symptoms like these in general?” 
This involves an exploration of more general schematic information on PTSD symptoms.  
70 
 
 
 
6. Explore the participant’s thoughts regarding what other people think about the symptoms 
people experience after such an event. For example, “what do others say about the 
reasons why an individual experiences the symptoms that you are experiencing?” This 
involves an exploration of their perception regarding existing cultural schemas around 
PTSD symptoms.  
7. Explore whether the attributed meanings have changed as a function of counselling 
therapy. For example, “have any of your ideas that we have discussed changed as a result 
of counselling or therapy?” 
These questions were only a guide to help the interviewer explore the topic and gather 
as much in-depth information as possible. Thus, each topic involves a suggested question as 
well as a note of the crux of what the researcher is looking for. The questions pertaining to 
the individual’s own interpretations of the event or symptoms are staggered in such a way as 
to distinguish their personal attributions of an event and/or symptoms, as well as their more 
generalised schematic view of such events and/or symptoms. The distinction is slightly 
arbitrary as it is assumed that there will be similarities between the personal and more general 
attributions. This assumption is also inherent in IPA. By focusing on both the specific and 
more general attributions, the researcher does allow for the possibility that an event or 
symptom can be labelled as an anomaly rather than the expression of a general rule.    
A similar strategy could have been followed with the questions pertaining to the 
impressions of other people. In other words, there could have been a question regarding what 
specific people have said to the individual about their experience and their symptoms. 
However, given the fact that the study was focused on the degree to which cultural 
interpretations are expressed within internalised interpretations and schemas of traumatic 
events and their symptoms, the researcher was of the view that the topics, as they were 
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phrased above, allowed for the elicitation of the information required. The researcher was 
interested in the idiosyncrasies within a person, and not necessarily the idiosyncrasies of 
people around that person.   
The phrase “other people” in the interview questions should also be elaborated on. For 
the purpose of this study, the exploration needed to ascertain the general views of people 
within the environment that the person is in or has grown up in. The researcher did not want 
to ask explicitly about  “cultural interpretations” as this creates a demand characteristic on the 
answer. A person who is familiar with cultural interpretations is different to a person who has 
been exposed to those interpretations. For example, the researcher was aware of possible 
cultural interpretations that may come from the Xhosa culture whilst belonging to a different 
culture herself. By leaving this as an open question the researcher was attempting to allow the 
phenomenology of the experience to emerge.  
The researcher was therefore listening for whether cultural interpretations would 
surface during the discussion, rather than specifically trying to elicit those cultural 
interpretations. This is consistent with the approach to culture presented above, which 
assumes that the degree of acceptance of cultural interpretations or schemas finds expression 
within the individual, and leaves the exploration open enough to allow for a true 
phenomenological approach to the experiences under investigation.  
 
Research Procedure 
The researcher approached two organisations in order to find participants who met the 
inclusion criteria for the study. The first organisation was a Rape Crisis Centre and the 
second organisation was a Psychology Clinic in Port Elizabeth. The organisations agreed to 
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take part in the study on the condition that approval had been granted by the Health Sciences 
Faculty Research, Technology and Innovation Committee (FRTI) and the NMMU Ethics 
Committee (Human). Data were only collected from the Rape Crisis Centre as there was a 
good level of cooperation. Furthermore, the second organisation was not specifically a trauma 
centre and there were no individuals being treated for trauma at that time who met the 
inclusion criteria.   
Individuals that qualified for the study were identified by the director and counsellors 
of the organisations. These individuals were informed about the study in the form of a letter 
containing information about the study. A copy of this letter can be found in Appendix A. 
Individuals were approached for participation by the staff of the organisation. Upon agreeing 
in principle, they were asked to complete a biographical information sheet, which is 
presented in Appendix B. The biographical information sheet contained demographic 
information, contact details and permission to be contacted by the researcher.   
Once the biographical information sheets were received, the researcher contacted the 
participants and provided them with detailed information about the research study. All 
necessary information was provided in order for the individuals to give their informed 
consent. These individuals were also given the opportunity to ask any questions regarding the 
research procedure. An appointment was then made with the individuals who wanted to 
participate. This took place at their usual contact point and with staff of the organisation.  
After the sampling of participants and the initial agreement from participants to 
participate in the research study, appointments were set for data collection.  The researcher 
provided participants with three different dates for convenience purposes. On the first 
arranged appointment for data collection at the centre, none of the intended participants 
arrived for their scheduled data collection appointments.  
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On the second appointment scheduled for data collection only three participants 
arrived. The three participants were all gathered at the centre and the director introduced the 
researcher and the interviewer to the participants. One by one the participants were 
interviewed by the interviewer in isiXhosa in one of the counselling rooms. As the researcher 
cannot speak isiXhosa, an isiXhosa-speaking Clinical Psychologist conducted the interviews. 
The interviewer stated the aims of the study to the participants and then guided them through 
the consent forms which are presented in Appendix D. The researcher also answered any 
further questions that they participants had regarding the study. After the participant signed 
the consent form, the interview was then conducted. It was constantly held in mind that the 
experiences which the participants shared were highly personal and sensitive in nature. The 
principles of causing no harm, and maintaining respect and confidentiality were upheld at all 
times during the interviews. Most of the interviews took thirty minutes. Some of the 
participants only completed their biographical information sheet on the day of data collection.  
The participants’ own counsellors from the Rape Crisis Centre were present at the 
centre in order to ensure that the participants felt comfortable and in order to debrief the 
participant if necessary. All of the participants stated that they did not need debriefing as the 
interview was not focussed on the rape itself, but on the sequelae of the event.  
The interviews were recorder using a digital voice recorder. After the first day of data 
collection the data was transcribed verbatim and then translated from isiXhosa into English. 
This was done in order for the researcher to review the data collected thus far. It was 
important for the researcher to ensure that the questions in the interview schedule, as well as 
the probing used by the isiXhosa-speaking interviewer, were understood by all of the 
participants. The researcher had a meeting with the interviewer to discuss the interviews 
conducted up to that point and to prepare the interviewer for the following day. The 
researcher was not present in the counselling room while the interviews took place. It was 
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therefore highly beneficial to review the interviews which had been conducted in order to 
ensure that the focus of the research was being maintained, and in order to establish the 
interviewer’s style of conducting the interview.  
On the third date set to collect data, five participants arrived for the data collection 
session. Again the director introduced the researcher and the interviewer to the participants.  
One by one the participants were interviewed by the isiXhosa-speaking Clinical Psychologist 
in one of the counselling rooms at the organisation. The same procedure was followed as had 
been done previously. First, the interviewer stated the aim of the study to the participants and 
then guided them through the consent form, answering any questions they had about the 
study. After the signed consent forms were obtained, the interview was conducted. The 
principles of respect, no harm and confidentiality were upheld during the interviews. Most of 
the interviews ranged between thirty and forty minutes. As had been done previously, all of 
the participants’ counsellors were present at the organisation during the interviews in order to 
make sure that the participants felt comfortable and in order to debrief the participant after 
the data collection if necessary. However, none of the participants felt that they needed 
debriefing after the interviews.  
The data was then transcribed verbatim and translated from isiXhosa into English. 
After reading through the transcripts it became apparent that data saturation had been 
reached. This meant that no new data emerged after the eight interview, and therefore no 
further data collection was necessary.  
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Method of Data Analysis 
There are numerous methods of analysing data. The researcher made use of 
Interpretive Phenomenological Analysis (IPA) for the examination of the qualitative data 
obtained. According to Gavin (2008), analysing qualitative data requires the organisation of 
data into meaningful, manageable units in order to identify patterns. In qualitative data 
analysis the investigator interprets data by giving it meaning in such a way that the data 
illustrates how the participants interpret their situation from their own perspective (Neuman, 
2006). 
IPA is an approach to data analysis that has a specific set of goals (Keen, 1975). 
According to Langdridge (2007), the goal of IPA is to explore the individual’s account of the 
topic. The researcher is a tool in the analysis of that individual’s understanding. IPA is 
focused on cognition, on the mental processes behind an individual’s experience.  
In the following section, the interview and content analysis will be discussed.  
Interview analysis and content analysis. Interpretive phenomenology analysis was 
used to analyse the data obtained from the semi-structured interviews between the interviewer 
and the participants. Certain steps were necessary to be taken for the data to be ready for 
analysis. After the interviews were conducted and recorded using a digital voice recorder, the 
data was transcribed verbatim by an isiXhosa-speaking individual with a psychology honours 
degree. This individual transcribed interviews one to seven and then translated the isiXhosa 
transcripts to English. The eighth interview required transcription and translation by a 
masters student whose first language was isiXhosa. All of the translated transcripts were then 
reviewed by a language expert in Xhosa and English in order to validate the translations and 
to add to the validity and reliability of the data obtained. 
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The transcripts were then ready to be analysed by the researcher and independent 
coder. The analyses were done separately by these two individuals. The researcher and 
independent coder then came together to discuss the different themes and categories that they 
had each derived from the material. Consensus was reached on the final themes that emerged 
from the data. At this stage, neither the researcher nor the independent coder were familiar 
with the Xhosa culture, and therefore data was analysed on a content level only. However, the 
researcher’s co-supervisor, who comes from the Xhosa culture, assisted in reviewing the data 
to investigate cultural meanings attached to the individuals statements. It is noted that this 
step was not planned from the outset of the study. However, the researcher was of the view 
that it was necessary in order to produce the most accurate results of the lived experiences of 
the participants.  
Smith, Flower and Larkin (2009) outline a six-step model for the interpretation of data 
in the interpretive phenomenological approach. This model was followed during the data 
interpretation stage. The first step stresses the importance of engaging with the data by 
reading and re-reading the transcripts in order to facilitate familiarity as well as 
understanding of the participants’ perceptions of the topic discussed. Smith, Flowers and 
Larkin (2009) emphasise the importance of detailed reading which provides the researcher 
with a holistic view of the interview data. According to Willig (2001) flexibility on the part 
of the researcher is critical during the first stage of data analysis. Taking this into account, the 
researcher read and re-read through all of the transcripts. Notes were taken to reflect initial 
thoughts and insights, as well as questions, biases and perceptions of the participants. 
The second step involved the re-reading of transcripts and making descriptive and 
conceptual comments next to the relevant sections of text on the left margin of the transcripts. 
Descriptive comments allowed the researcher to describe the content of the participants 
responses, including events, experiences, as well as objects that the participants draw upon 
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from their life-worlds. According to Smith, Flowers and Larkin (2009), conceptual comments 
refer to the interpretation and interrogation of participant’s meaning-making, or how they 
understand their reality. The researcher approached the transcripts with an openness to any 
meanings which may have emerged, as advised by Hycner (1985). The researcher re-read the 
transcripts individually and commented on the content of the participants’ experiences, and 
interpreted how each participant understood their reality. Focus was placed on the differences 
in understanding of their world before and after the traumatic event.  
The third step of data analysis involved the researcher developing a list of themes 
which emerged from the topic. According to Willig (2001), the emergent themes ought to 
capture and reflect the nodal point of what was said by the participants. The researcher 
focused on the notes she made and developed themes that supported the understanding of 
participants’ experiences of their traumatic events and PTSD symptoms. An independent 
coder followed the same steps outlined for analysis data.  
The fourth stage involved searching for connections across the emergent themes. The 
goal was to arrive at an overall structure by relating the emergent themes into clusters. 
According to Biggerstaff and Thompson (2008), the aim at this stage is to arrive at a group of 
concepts and to identify super-ordinate categories that suggest a hierarchical relationship 
between them. Some of the themes that emerged during stage three of the data analysis fitted 
well together in terms of content. Other emergent themes reflected hierarchical relationships 
with each other and were then clustered beneath the super-ordinate themes. The researcher 
took care to reveal the interconnectedness by going back to the original text of what was said 
in order to ground the interpretations as advised by Smith (2003). Smith, Flowers and Larkin 
(2009) note that, to this end, the participants provide the descriptions while the researcher 
focuses on identifying abstract and conceptual interpretations.  
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The fifth stage of data interpretation involved moving on to the second interview 
transcription and systematically follow the previous steps. This was then repeated for each of 
the interviews. The researcher interpreted each transcript on a different day so that they could 
be treated with individuality and idiographic commitment. From the transcripts that were 
interpreted, it became evident that themes not only surfaced within each individual transcript, 
but also across the various transcripts.  
The final stage of data interpretation involved searching for patterns that emerged 
across the interview transcripts. These patterns reflected shared understandings of the 
phenomena.  The researcher took note of the repetition of the emergent themes across the 
interview transcripts. The themes were then relabelled and reconfigured, and the most 
poignant themes as well as subordinate and super-ordinate themes were noted. This process 
was done by the researcher interpreting the text and clusters in order to capture to meaning of 
the phenomena according to the participants. Care was taken not to move away from the 
essence of the participants’ understanding of their realities. The researcher made mind maps 
of the clusters in order to graph them visually and make sense of the data interpretation in a 
holistic sense.  
During the data analysis phase, it came to the attention of both the researcher and the 
independent coder that one particular question was functioning differently to how it was 
intended. This was the question regarding participants’ perceptions of how others viewed the 
cause of the event. The aim of the question posed to the participants was to explore their 
cognitions around their perceptions of how others viewed the cause of the event in order to 
provide the opportunity for latent schemata to surface. The focus was still intended to be on 
the participant’s own interpretation, but from a different angle. However, during the process 
of data analysis it became evident that participants tended to distance themselves explicitly 
from the interpretations of others, and directly stated that they are not influenced by others’ 
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interpretation of the event. This is reflected in the results chapter were the discrepancy, rather 
than the expected congruence, is noted. 
 
Factors Influencing the Validity of the Study 
The researcher utilised Guba’s (1981) model of trustworthiness in order to ensure 
objectivity whilst analysing the qualitative data. This model is based on four aspects of 
trustworthiness, namely truth-value, applicability, consistency and neutrality. First, truth-
value refers to the discovery of human experiences as they are lived and informed by the 
participants (Krefting, 1991). In this study, the researcher obtained the life stories of 
individuals who are suffering from PTSD as a consequence of the exposure to a traumatic 
event. The research aimed to accurately describe and interpret the experiences of the 
participants, with the ultimate goal being that others going through a similar experience may 
be able to recognise and relate to the findings. The researcher also had continuous discussions 
with the research supervisor in order to ensure the truthfulness of the data. 
The second aspect of trustworthiness according to Guba’s (1981) model is 
applicability. Applicability refers to the degree to which the findings can be applied to other 
settings and contexts or participants (Krefting, 1991). The aim of this study was not to be 
applicable to other contexts but to describe and explore interpretations of an experience. The 
researcher hoped that individuals in the same situation would be able to relate to the meaning 
and themes that emerged from the study. The researcher also believed that the results could 
potentially assist psychologists and counsellors who work with individuals that have been 
exposed to a traumatic event. The findings of the research could potentially assist these 
psychologists and counsellors to better understand the dynamics of trauma and PTSD, and to 
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increase awareness regarding the impact of culture on the understanding and treatment of 
trauma.  
The third aspect of Guba’s (1981) model deals with consistency. Consistency refers to 
whether the research study could be replicated with the same subjects and context. The 
researcher utilised an independent interviewer and independent coder to ensure consistency 
of data obtained.  
Finally, the fourth aspect of trustworthiness in Guba’s (1981) model deals with 
neutrality. This refers to freedom from bias in the research process. The researcher utilised 
the services of an independent interviewer to conduct the interviews in an effort to ensure 
neutrality of the data. Furthermore, the researcher was from a different cultural background to 
that which was under investigation, and this also aided in remaining neutral.  
 
Ethical Considerations 
The researcher has a responsibility towards the participants and towards the discipline 
of science to conduct all research professionally and ethically (APA, 2002). According to de 
Vos et al. (2007), ethics, in practice, comprise a set of moral principles recommended by an 
individual or group, which are then widely accepted, and which offer rules and behavioural 
expectations regarding the correct conduct towards all who are involved in the study directly 
and indirectly.  
The researcher employed various strategies in order to ensure that no participant was 
negatively affected by this study. These are discussed in detail below.  
Avoidance of harm.  The researcher was aware that the topic under investigation had 
the potential to cause negative emotions. It was therefore necessary to minimise any potential 
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for undue emotional distress. While distress itself is not necessarily harmful in the long run, it 
is uncomfortable and it is therefore imperative  for participants to be informed beforehand of 
the potential impact of the research. The research supervisor was a clinical psychologist who 
specialises in traumatic stress treatment and was available to deal with any immediate 
concern regarding negative effects. As subjects were being sampled from treatment facilities, 
they also had assigned counsellors who had already formed a holding environment which was 
in place during the data collection sessions in order to contain adverse experiences as they 
arose.  
Informed consent.  At the time of seeking out participants, the researcher informed 
all potential participants regarding the aims, procedures, benefits and risks of participating in 
the study. it was ensured that all participants were aware that their participation in the study 
was voluntary, and that they could withdraw at any stage without any negative consequences. 
The participants were informed that their participation was not in any way compulsory. It was 
considered imperative that the participants understood that their acceptance or refusal to 
participate would not negatively impact or alter their relationship with the NGO or its treating 
staff members, and that the treatment they were receiving would continue irrespective of their 
participation or non-participation. 
Deception of participants.  All participants were informed about the real goals of the 
research study beforehand and were not deceived in any way.  
Violation of privacy.  It is essential to protect the right to privacy of all participants, 
and to ensure that their identities remain confidential or anonymous. No personal information 
regarding the participants was released, and participants remain anonymous in the 
presentation of the research. The only people who knew the actual identities of the 
participants included the researcher, the interviewer and the staff members of the 
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organisations where they were receiving treatment. This information was treated with 
confidentiality at all times. The researcher hoped that by ensuring anonymity and 
confidentiality, participants would be encouraged to take part in the study.  
Ethics of representation.  The researcher remained aware of the ethics of 
representation in the sense that the researcher did not belong to the same cultural background 
under investigation. Numerous cross-cultural research studies have been conducted, where 
the investigator is from a different cultural group to those being investigated. However, 
awareness of this issue remains important. It is noted that the research co-supervisor was an 
isiXhosa-speaking individual, and representation in the study was therefore not purely cross-
cultural. 
 
Conclusion 
The purpose of this chapter was to provide an overview of the methodology that was 
employed in conducting this research.  of a independent interviewer to conduct the interviews 
The qualitative research design was described and explored with its relevance to this 
particular topic. The Interpretive Phenomenological Approach used by the researcher was 
also delineated.  of a independent interviewer to conduct the interviews The sampling 
methods, participants, data collection techniques, and data interpretation procedures used  
were all described in detail. A discussion of the factors influencing the validity and reliability 
of the study was presented. The chapter ended with a discussion of the ethical considerations 
for this study. describe 
The following chapter will focus on presenting the actual results obtained from the 
study.  
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Chapter Six: Results 
 
Introduction 
In this chapter the results of the study will be presented. These are the results of an 
Interpretive Phenomenological Analysis (IPA) of eight South African isiXhosa-speaking 
females who experienced a traumatic event and have received a diagnosis of PTSD with no 
previous psychiatric history. The presentation of results will include a discussion of the 
themes and sub-themes that emerged from the data. This will be done with an emphasis on 
the cognitive dynamics of the participants, bearing in mind the particular objectives of the 
study. 
 
Themes and Sub-themes 
The themes and sub-themes that emerged from this study will be presented according 
to the two main aims of the study, namely interpretation of the event and interpretation of the 
symptoms. The themes that emerged out of the interpretation of the event included a primary 
content theme of “I don’t know”, secondary content themes of “night time”, “bad luck”, the 
“malicious nature of people”, “destiny”, and “blame”. The process theme that emerged here 
was the “discrepancy between own attributions and others’ attributions”. 
The themes that emerged out of the interpretation of the symptoms included content 
themes of “signs of processing” and “perpetuating emotions”, as well as a process theme of 
“congruence between voices”. Each of these themes will now be discussed in further detail. 
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Analysis of event interpretation. Participants had different mental representations 
and attributions regarding the traumatic events which they had experienced. Their 
understanding regarding the causes of the events are discussed and explored using a cognitive 
approach to PTSD as an interpretive departure point. 
Primary content theme: 
“I don’t know”. The major theme that emerged from the analysis of participants’ 
interpretations of the event was of not having an explanation for the event. Participants could 
not structure a coherent schematic representation that would make sense of the traumatic 
event. While this was true to varying degrees, all participants at some stage during their 
exploration of reasons for the event, indicated this by direct statements such as “I don’t 
know”, “I really don’t know” or more indirectly by the inclusion of words such as “maybe”, 
and other cognitive dynamics explored below. While the frequency of such expressions 
differed amongst respondents and some did offer other tentative explanations, the theme did 
emerge clearly. 
Participants directly echoed their sense of not understanding why the traumatic event 
happened to them by saying, for example, “...I really do not know...”; “...I sometimes ask 
myself those things...I do not have answers...”; “Well I can’t really say why it happened”.  
This theme indicates that the isiXhosa-speaking individuals in this PTSD sample 
struggled to understand and make meaning of their traumatic event. This would interfere with 
incorporation into their autobiographical memories as suggested by Ehlers and Clark’s (2000) 
cognitive model of PTSD. As such, direct statements of not knowing are the clearest 
indications of memories that are not elaborated into meaningful narratives. There was a range 
of indirect ways in which respondents expressed this basic lack of elaboration and these are 
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explored below. Even though they may be conceptually slightly different, they all share 
similar features. 
Most participants expressed their not knowing by providing tentative answers which 
expressed uncertainty. For example, “...why was I the easy one, do I have bad luck?...was I 
attractive?...”. This participant talks about her being selected as a target in a tentative and 
questioning manner, illustrating that she is not certain. Another participant indicated her 
struggle to understand and make meaning by producing a variety of tentative reasons for the 
even, such as “…maybe it was meant to happen at that time that it happened, if those guys 
had found money they would have left me alone, they would have not done all that they 
did...it’s bad luck...I just have to accept it...”. Other examples of such tentative answers 
abound within the data.   
The tentative nature of the reasons that were explored indicate that a comprehensive 
and integrated understanding of why the event occurred has not been formed. However, it 
does indicate the presence of active cognitive processing in the sense that tentative answers 
may be seen as possible reasons that may become accepted or solidified attributions (Wright, 
Collinsworth & Fitzgerald, 2009). This phenomenon of active processing can also be 
illustrated by content around the time of day (night time) as an attribution. 
Statements related to night time as a reason include “...we walked late at night, it 
happened to all three of us...”; “...I think it was because it was at 10 in the evening”; 
“...maybe it was because I was walking at night, maybe then that was the reason”.; In 
schematic terms the evaluation that night time is more dangerous does not seem particularly 
strange or dysfunctional at face value. Many individuals without PTSD would probably agree 
with such a statement. However, if one considers the text immediately around these 
statements, some other factors come to light. The first respondent used it in proximity to 
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another (possibly more primary) explanation of “bad luck”. The second respondent used it in 
conjunction with a statement of not really knowing a reason for the event. The third 
participant used it in conjunction with a statement regarding not knowing what others would 
give as a reason for the event.  
In all three cases the “night time” attribution was offered in conjunction with another 
interpretation or lack of interpretation. It is possible that this was done because the other 
cognitions were not satisfactory by themselves. The cognition is really about a possible 
reason rather than an accepted reason. 
More examples of active processing can be seen in two statements made by 
participants, including “...I start thinking, why...how can I say I answer myself...but I did not 
answer myself...”; “I don’t know...maybe it is punishments...”. The above statements are 
indicative of information still being considered and processed in order to facilitate schematic 
adaptation or assimilation, and that the process has not been completed. Wright, Collinsworth 
and Fitzgerald (2009) state that individuals will continue to experience posttraumatic 
responses until the trauma information has either been assimilated into their already existing 
schemas, or until the existing schemas are changed to accommodate the new information. 
The process of active processing was also exhibited through the juxtaposition of 
somewhat conflictual statements which occasionally were clarified by the individual. An 
example is a statement such as  “...people are just sick or something must have 
happened...like something traumatic that could have made him so evil.”. The above statement 
can be seen as an example of a schema undergoing change. The initial global understanding 
of people being ‘just sick’ is incompatible with the understanding that something must have 
happened to an individual to make him bad. The first is a global and comprehensive 
judgement of the inherent nature of humanity, while the latter is a more qualified statement 
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assuming that the nature of a person can be influenced by external or traumatic events.  The 
latter can also be seen as a clarification or expansion of the initial statement which could 
indicate active cognitive processing and the restructuring of a core schema.  What is clear, 
however, is that the central uncertainty of the “I don’t know” theme remains.  
Another example of a seemingly conflictual juxtaposition by a participant is “...I don’t 
know because I don’t want to blame myself, it is just something that they do...”. In this 
example self-blame is juxtaposed against a behaviour that is initiated by others, seemingly 
without real consideration for the motivation of why “they” would engage in rape behaviour. 
The unclear and unelaborated nature of the two positions is fairly apparent from the above 
statement, but the juxtaposition itself indicates that schematic processing is active.  
The primary theme of “I don’t know” clearly indicates the presence of schemas that 
are under challenge. In the traditional African worldview there is always an explanation for 
illness and misfortune (Bührman, 1984; Eagle, 2004; Cocks & Moller, 2002). This means 
that misfortune does not merely happen and is seen as an indirect message that the system is 
not in balance. In the traditional African belief system mental and physical illness is believed 
to be caused by conflict between individuals and the ancestors, God, witches or spirit (Ross, 
2010). The theme of not knowing contradicts what one would expect if someone was 
extensively influenced by the traditional African worldview.  
Two reasons can be offered why this theme was the strongest to emerge. Firstly, not 
knowing can be considered a universal process that occurs after a traumatic event that 
disrupts cognitive schemata. Van Rooyen and Nqweni (2012) indicated that schema 
disruption is likely to be one of the universal features of PTSD and that the disruption and 
reconstruction will be irrespective of cultural content. While differing cultural content can be 
used to make meaning and come to an understanding (i.e., create functional schemata), the 
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central idea that PTSD is a disruption of core schemata that will be fairly universally 
expressed, seems to be supported by the data analysis.  
Secondly it can be reasoned that these participants merely have not internalised a 
traditional African worldview in order to draw from in trying to understand their traumatic 
experiences. The sample of participants was an urban one and the researcher believes that the 
participants could have been influenced more from a Western perspective rather than 
traditional cultural heritage. This may of course have been different had the sample been 
from a rural area. 
The following section will describe and discuss the secondary themes of event 
interpretation that emerged from the data. The secondary themes will be discussed as if the 
tentative reasons for the event have become accepted attributions. This is done for the sake of 
brevity and streamlining the discussion, as these may give some indication of the cultural 
interpretations that respondents may draw on to eventually create schemata. 
Secondary content themes: 
“Night time”. Three participants believed that the traumatic event could have 
happened as a consequence of being out at night. This attribution is related to schemas about 
the safety of the world or environment. The underlying cognition can be communicated as 
“being out at night is dangerous”. In essence this attribution represents a schema of a world 
that becomes more dangerous at certain times of the day, in this particular instance at night. 
The statements related to this theme included “...we walked late at night, it happened to all 
three of us...”; “...I think it was because it was at 10 in the evening.”; “...maybe it was 
because I was walking at night, maybe then that was the reason.”  
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When investigating the participants’ interpretations of the traumatic event, in 
schematic terms the evaluation that night time is more dangerous does not seem particularly 
strange. Many individuals without PTSD would probably agree with such a statement.   
The appraisal of night time being a reason for the traumatic event can be seen as a 
negative appraisal in the sense that it can become a  generalisation. Not all of night time will 
be equally dangerous and the appraisal adds an element of continuing threat to future 
episodes of walking at night. Ehlers and Clark’s (2000) model stipulated that individuals with 
PTSD are unable to see the trauma as a time-limited event and may generalise a stimulus as 
more dangerous than it really is. This will in turn generate situational fear and avoidance 
behaviours which reinforce the fear and maintain PTSD. 
While the assertion that night time threats may become a generalisation is one that 
makes sense, in the current sample it did not emerge strongly as a fixed and independent 
appraisal about the interpretation of the event. However, there does seem to be some 
indication that it may be a prototypical appraisal that could become a fixed negative 
appraisal.  
The appraisal that night time is dangerous may stem from a cultural belief (Kota-
Nyati, 2012). It was explained to the researcher that night time is associated with danger and 
mystery and a time when misfortune can occur and evil spirits and witches can surface. 
Females are warned by their mothers not to leave the house at night as it is seen as risky 
behaviour. The one participant alluded to a belief that resembles this by stating: “... we were 
walking late at night as girls because it happened to three of us...”.  
The association between night time and danger is evident in participants’ 
interpretations of the event. However, this theme may also just represent a more general 
interpretation. The participants did not use any specific content related to an exclusively 
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African worldview. For example, bewitchment occurring at night. This and may therefore 
also just be a more universal interpretation, especially in South Africa with its high crime 
rate. 
  “Bad luck”. Another secondary theme that emerged was the theme of bad luck. The 
theme of bad luck presented attributions related to an inherent feature of self (self schema) as 
well as features of the world or environment (schema related to the randomness and 
predictability in the world). One participant’s thought processes went as follows: “...I start 
thinking, why was I the easy one...do I have bad luck amongst my friends, that he chose me 
...”. 
This participant internalised the bad luck and saw it as part of who she is, she includes 
having bad luck as part of her self schemata.  She sees herself as having bad luck, and thus 
being singled out as the target amongst her friends. The second interpretation of bad luck 
could be described as a random event. One participant indicated that bad luck could be an 
explanation for the event, but her expression indicated randomness rather than an inherent 
misfortune carried within the person. She stated, “I think it was just our bad luck on that 
certain day...”. This participant seems to reason that her experience was a random isolated 
event. In a sense this attribution does not assign causality to internal or external forces and it 
may look like no meaningful attribution is made about the event. This belief can also be 
expressed as a belief about the world that says “sometimes bad things happen in a manner 
that we cannot absolutely predict”. 
In general, a schema of the world containing such an evaluation would be fairly 
accurate and even functional, as it allows information that is irrelevant and not useful as far 
as patterns go to be disregarded. With many events it may be functional, but as far as core 
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schemata around the ability to predict safety goes, it may not be adequate. It is interesting to 
the researcher that such a significant and salient event can be explained as “bad luck”. 
The distinction between functionality and non-functionality would be related to the 
expected frequency with which random negative events can happen. If the above statement 
read “bad things can happen unexpectedly at any time in an unpredictable manner”, it 
obviously becomes more dysfunctional. This theme and schema does indicate the existence 
of a low experienced level of control over safety within the environment. Ehlers and Clark’s 
(2000) cognitive model of PTSD characterises PTSD by the notion of “current threat”. 
Someone who struggles to predict safety in everyday life will experience a sense of 
continuous current threat. The continued threat will maintain symptoms such as 
hypervigilance and avoidance. This schema is therefore seen as dysfunctional and will, 
according to our cognitive conceptualisation, maintain a PTSD diagnosis. A more functional 
understanding of the event will alleviate the notion of current threat. An example of a more 
functional belief would be “It may be more dangerous at night, but I still have the ability to 
predict my safety and it doesn’t mean I will get attacked each time I go out”.   
According to Cocks and Moller (2002), bad luck does not exist within the world view 
of most African cultures. These authors argue that in most African cultures the worldview 
always provides an attribution. According to Cocks and Moller (2002), ill-fortune is generally 
attributed to bewitchment or a breach of customs and traditions of the ancestors, and does not 
occur randomly and without reason (see Chapter 3: Culture and Health Systems in South 
Africa). The participants in this sample did not use the attributions above. One could possibly 
argue that a Western influence contributed to attributions of bad luck for their traumatic 
events.  
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“Malicious nature of people”. Some participants felt that the nature of people 
contributed to their traumatic experiences, as if their belief in the goodness of humanity had 
diminished. Their underlying assumptions that people are bad-natured and evil are evident in 
their statements such as “...because I’m underprivileged and people see that and take 
advantage”. This participant believes that she was victimised and targeted because of her 
socio-economic status. The cognition that may underlie this belief is that “people will 
generally take advantage of someone because they can”, which exhibits a fairly negative and 
mistrusting schema of the motivations and nature of others and humanity. In the context of a 
particular vulnerability, in this case poverty that remains and others that are exploitative, it 
means that the potential to be victimised remains constant. According to Ehlers and Clark 
(2000), this will maintain her PTSD diagnosis due to creating a continuous sense of current 
threat.  
Another participant experienced some conflict around the nature of humanity and the 
origins of evil acts, stating “...people are just sick or something must have happened...like 
something traumatic that could have made him so evil”. On the one hand something must 
have happened to an individual to make him bad and on the other people are “just sick”, they 
are just inherently evil. Janoff-Bulmans’s (1988) idea of core schemas about the world and 
how trauma may shatter these fundamental schemas comes to mind here. The fact that the 
participant reviews her interpretation to include causality (traumatic event) to explain the 
origin of evil acts makes it seem like she still wants to believe that people are benevolent. The 
traumatic event may have shattered this schema and the participant finds herself struggling to 
integrate this information into her existing assumptions. The fact that she is testing the 
interpretation that something must have happened to an individual to make him “sick” may 
also be interpreted as the schema not being completely shattered. Van Rooyen and Nqweni’s 
(2012) idea that schemata are challenged rather than shattered may be more appropriate here.  
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Another example of a statement about the malicious nature of people is, “I don’t 
know because I don’t want to blame myself, I just think that it’s something that they do, I am 
not the first and I was not the last, it’s something that they do because there was five of them 
so they were going around robbing with that car”. This statement by the participant illustrates 
that her belief that people are bad in nature is aimed at a specific group (“they”) and not to 
people in general. Using “they” to refer to bad people illustrates that she can discriminate 
between evil and good natured people. Her appraisal is thus that there are evil people in the 
world and they will do bad things. This appraisal can be described as a functional schema as 
it does not generalise to all people. However, the participant does not attempt to understand 
why some people are malicious in nature and why “they” act in a socially unacceptable way. 
This appraisal accepts a worldview where traumatic events perpetrated by “them” are a part 
of life and are just “something that they do”. Therefore, in this world there is always the 
possibility that “they” may target a person, and this would lead to a continuous sense of 
current threat.   
This theme dealt with negative appraisals about others. The extreme form of these 
negative appraisals could read as “People are bad, sick and exploitative, and cannot be 
trusted”. However, it is acknowledged that there were varying degrees to which participants 
accepted this extreme form. Such negative appraisals will generally mean that other 
individuals would need to be constantly monitored as they are inherently malicious, and it is 
merely a matter of time or opportunity before the malice is directed towards someone. They 
therefore lead to a sense of current threat and maintain PTSD, according to Ehlers and Clark 
(2000).  
In terms of the traditional African worldview, literature does not explicitly state 
whether a view of humans can be described as inherently good or evil, or why individuals 
become evil or act maliciously. The literature does emphasise the importance of equilibrium 
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between all aspects of the systems in the culture, and that harmony must be maintained for 
effective functioning (see Chapter 3: Culture and Health Systems in South Africa). Therefore, 
it could be assumed that the origins for these acts may have been described as an imbalance 
had the African worldview been more of an influence in the current sample.  
“Destiny”. Some participants felt that the traumatic event was destined, that the 
traumatic event occurred and that it was “meant to happen”. Their representations of destiny 
vary and will be explored below. One participant indicates that it was meant to happen to her 
and stated that “...maybe it was meant to happen you know...I mean maybe if those guys 
found money they would have left me alone, they would have not done all that they did to me 
...maybe it was meant to happen at that time that it happened... I just have to accept it”. This 
participant interpreted the event as being destined to happen to her specifically. Her appraisal 
indicates that she believes that traumatic events will occur in her life and she just has to 
accept this. She lists a fairly mundane event, the perpetrators finding money, as a possible 
source of a different outcome and concludes that it must have been meant to happen to her. 
Having a fixed appraisal of “bad things will occur to me and I just have to accept them” is 
seen as dysfunctional as it denies personal agency and will maintain a sense of current threat, 
which will maintain her PTSD diagnosis (Ehlers & Clark, 2000).   
Another participant viewed the event from a Christian perspective and interpreted the 
event as destined to happen. She stated “...I strongly believe in Bible verses, in that whatever 
has been written will happen, it has been stated that before Jesus comes, evil things will 
happen. So I feel maybe this is part of that, I don’t know...”. This participant’s explanation 
describes her belief that bad things happen in the world. This appraisal is not as specific as 
the previous participant’s explanation. The second participant reasons that evil things will 
happen in general, and not necessarily specifically to her. The religious reference here is clear 
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and projects a worldview that has the potential for traumatic experiences to happen without 
any real indication of being able to control or avoid them.  
These participants have an acceptance that bad things will happen either specifically 
to one-self or in general. While this may seem functional, the absence of questions around 
attribution, and the inability to avoid such events, illustrates an element of acceptance of a 
world that is generally constantly threatening. In terms of the traditional African culture, it is 
believed that illness and misfortune does not occur by chance and that there is significance 
for every event that occurs. According to Cocks and Moller (2002), destiny does not exist 
within the traditional African worldview and an explanation is always offered. This theme 
illustrates that this was not the case in the current sample.  
“Blame”. Ehlers and Clark’s (2000) cognitive model of the maintenance and 
development of PTSD proposes that individuals may blame internal or external forces as a 
consequence of the traumatic event. Internal negative appraisals of oneself as deficient may 
create a sense of threat which will maintain PTSD symptoms. 
The topic of blame is an underlying theme in many statements. As individuals search 
for meaning they tend to search for someone or something to blame. The following statement 
by a participant illustrates this concept: “...I blame myself...I went even though my heart told 
me not to…”. Her statement clearly reveals that she was apprehensive to go, but went 
anyway and thus blames herself for the traumatic event occuring. Violation of her intuition 
may cause feelings of guilt and maintain PTSD symptoms (Ehlers & Clark, 2000). Her guilt 
means that she feels she did something that contributed to the traumatic event happening to 
her. While it may give her a sense that she may control future events, the appraisal is 
inaccurate in other respects and therefore dysfunctional.  
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Another participant also blames herself for the event, however, conflict is evident in 
her statement of “...at first I blamed myself you see, as if it was my fault, I mean maybe if 
those guys found money they would have left me alone, they would have not done all that 
they did to me but I did not answer myself regarding it not being my fault, it happened at the 
time that it happened, you see, I just have to accept it...”. The participant initially felt guilty 
but searches unsuccessfully for other interpretations of the event. It is possible that the 
participant still blames herself for the event and may develop negative self schemata such as 
“I attract disasters”. When these appraisals become accepted and fixed, they will continue to 
maintain PTSD according to Ehlers and Clark’s (2000) notion of continuous threat.  
Another participant stated “...was I attractive to him because he has been seeing me 
for a long time whilst walking with my friends but he was able to do this...”. This participant 
searches for her contribution by questioning the influence of her physical attractiveness. Such 
an attribution of something inherent in the self as deficient can be described as the experience 
of shame. Ehlers and Clark (2000) stated that such appraisals may lead to the individual 
employing coping mechanisms such as hiding their physical features. This might influence 
their functioning in a variety of domains, such as socially or occupationally, and reinforce a 
negative schema of herself. Shame will also lead to a sense of current internal threat that 
contributes to persistent PTSD according to Ehlers and Clark (2000).   
In addition, shame is generally an experience that leads the person to want to hide 
their shamefulness and may also lead to avoidance of activities and experiences that would 
contribute to elaborating the traumatic memory. Avoidance is one of the dysfunctional coping 
strategies identified by Ehlers and Clark (2000) that will contribute to persistence in PTSD 
symptoms.   
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Another example of shame felt by a participant after the event is illustrated in the 
statement “...I would get easily irritated with my friends sometimes, I just feel like being 
alone...ashamed of what happened and jealous that others are still fine. I look at what they 
have that I don’t what makes them better than me...After it happened I felt useless as a person 
between other people, I would look at myself and ask what kind of person am I, who does not 
have any dignity when walking with other people. Finding that I am the only one whom this 
experience occurred to...”. Feelings of worthlessness became part of this participant’s self 
schemata and pose a threat to her since the evaluation involves being permanently changed 
for the worst. This is indicated by her words “makes them better than me”. This dysfunctional 
schema will maintain the negative emotions associated with a PTSD diagnosis. 
One participant initially blamed herself but revised this attribution when other 
information became available to her. She stated that “...at first I thought that I was also 
responsible for it...”. This would be an example of relatively healthy schematic adaptation, 
but also illustrates that self-blame is a feature of the current sample.  
Blame in the traditional African worldview is generally channelled differently, and 
not  internalised by an individual. People employing this worldview would see and 
experience themselves as intricately linked to and dependent on others (Swartz, de la Rey, & 
Duncan, 2004). Assigning personal blame is too much of an individualistic reaction. These 
participants blamed themselves for the event. They had negative self schemas regarding the 
event due to their own behaviours This appraisal contradicts with one of the principles of the 
collectivistic worldview that is holistic in nature, where humans form an inseparable whole 
with the cosmos around them, which includes God, the spirits, ancestors and nature and all 
aspects are linked with one another (Truter, 2007). 
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Most of the interpretations of the event were fairly universal and there were few links 
to content that can directly be attributed to an African worldview. The only theme that had a 
more direct association with the African worldview was the association between night time 
and danger, but even this link was tangential. This indicates that the urban sample that 
participated in the study understood their traumatic experiences more from a Westernised 
approach, or at least an approach that did not rely heavily on common understandings from 
an African worldview and perspective.  
The second part of the event interpretation will explore a theme that emerged while 
analysing the data, and constitutes a discrepancy that exists between the participants’ 
interpretations of the event and those of other people who they have contact with. 
Process theme: 
“Discrepancy between own attributions and others’ attributions”. There exists a clear 
discrepancy between participants’ explanation of their traumatic event and others’ 
interpretations of why these events occurred. It is evident that the participants are aware of 
others’ interpretations but they did not necessarily internalise them. The main explanation of 
the event was ‘I don’t know’. Underlying themes included night time, bad luck, the malicious 
nature of others, destiny and blame. In this section of the results, the researcher will discuss 
participants’ views of how other people explained their traumatic event and traumatic events 
in general, highlighting the discrepancy that was found during the analysis of the data. 
The researcher explored their cognitions around their perceptions of how others 
viewed the cause of the event initially in order to provide the opportunity for latent schemata 
to surface. The focus was still intended to be on the participant’s own interpretation, but from 
a different angle. However, during the process of data analysis it became quite clear that 
participants often distanced themselves explicitly from the interpretations of others. 
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Examples of statements illustrating this tendency included for instance, “...so people 
talk about these kinds of things, like others say I wonder was she not drunk...others talk in 
their own way...they always have something to say about your experience...”; “The stories 
that I have heard, they say maybe I was wearing something short, then the person, the men, 
see that I want them or I am baiting them...”; “…all the people in my class know and to them 
it’s like I am the one who is at fault when something happens...I think other people make the 
mistake of thinking that when something happens, you deserve it, you provoked the situation 
for some reason or the other...”; “My family says it was my fault, if I did not go to study on 
that day it would not have happened... as if what happened...was my fault, so I think they take 
it as a joke...”.  
According to Ehlers and Clark (2000), family and friends are sometimes uncertain 
how to respond to the situation of the traumatised victim. This and other distancing elements, 
such as a discrepancy in understanding, may lead to the victim developing negative appraisals 
like “no one cares about me” or “I have no one to turn to”, which in turn are likely to produce 
some of the symptoms of PTSD. 
Not all the participants interpreted the event differently from how they perceived 
others to interpret their event. For instance there were statements such as, “...They do not say 
why but maybe because I was walking at night or whatever the time was, maybe then that 
was the reason...”. Her own understanding of the event, evident from earlier in her interview, 
was that it was due to walking late at night. When asked about others’ interpretations, she 
gave the same answer when considering what others might be saying. This dynamic was what 
was expected more frequently and gives an example of an internalised attribution that has 
clear origins in discourses outside the individual.   
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Questions around what others may be thinking were specifically asked to allow these 
latent schemas to surface, but this was the only example where such a dynamic was evident 
in the data. The majority of participants appeared to distance themselves from others’ 
interpretations. According to Ehlers and Clark (2000), social support systems play a major 
role in PTSD. The role of social support systems can reinforce maladaptive schemas, which 
will produce estrangement from others and social withdrawal. Social support systems can 
also correct excessive negative views about the meaning of the event through feedback. In 
this sample, the meaning discrepancy may signify a distancing from support systems which 
impedes chances of correcting maladaptive schemas. 
Similarly, participants clearly indicated an awareness of the traditional African 
worldview in their family, friends or community, but iterated that they did not internalise this 
worldview. Some participants indicated that they might have internalised such beliefs if they 
lived in the rural areas where some of their families live. One participant explained, “...I grew 
up in a small village where the people believed in those kinds of things, my parents also 
believe in such things but I don’t believe in them...I believe that they affect people that 
believe in them...For sometimes things just happen but black people, they make the mistake 
of thinking that everything that happens is due to that, so I don’t believe in it...”. It is clear 
that the participant is aware of the traditional African perspective, but does not use the 
framework to understand traumatic events or misfortune.  
Another participant stated “...I don’t believe in that kind of thing, I do not believe in 
it, I was stabbed once and I was admitted to hospital, after I came back my grandmother took 
me to see a witch doctor, the witch doctor blamed it on the neighbours and my friends, the 
first thing she asked looking straight at me was, who is there for help, then she told me that 
my friends were to blame because when I go home I do not stay, I go to my friends house. 
Whereas my friend uses dark medicine and my grandmother really believes in those things, 
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so they said my friends were jealous and that is the reason, also that some of the neighbours 
had something to do with it, my grandmother is the one who believes in it...”. She continued 
to express that she does respect her rural family’s belief system but does not draw from this 
perspective when making sense of her own traumatic event. She stated that she might have 
reasoned differently if she grew up in a rural area that enforces such believes: “...Perhaps I 
was also going to share her opinion and beliefs if I grew up in the villages. People from 
villages believe in witchcraft, bad spirits and such things...”.  
One participant did follow the African belief system, although she did not internalise 
the explanations it provided for her traumatic event. She stated that “...because even though 
sometimes in the rural areas we would blame someone else, in the times that we live in things 
do not go the same way, these things happen to any kind of person, it happens to white people 
who do not practise witch craft...”. This participant reasoned that because the event happens 
to people who do not believe in African worldview, she does not believe it was the cause for 
her traumatic event. She continues to explain that sometimes using bewitchment to explain 
antisocial behaviour is just an excuse. For instance, she stated “Sometimes, especially in our 
location, you may tend to believe something like that that is the reason why so and so’s child 
is robbing or so and so’s child has to accept the calling to be a witch doctor that is why he 
rapes. He does not stay long in prison, maybe just two weeks and then he comes out and he is 
grateful. Sometimes you find that not all cases are like that and besides, even if a person does 
that because he likes it, people use the excuse that he has been bewitched...”  
None of the participants’ understanding of the traumatic event or traumatic events in 
general drew extensively from the traditional African worldview, although all were familiar 
with the belief system. There were various reasons why the participants were resistant to 
making use of the traditional African worldview to interpret their event. First, it was stated 
that people tend to generalise the traditional African worldview, and that not every event or 
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misfortune can be explained by this system. Another reason that emerged from the data was 
that participants felt some people used explanations from the African worldview as excuses. 
More than one participant acknowledged that there is a difference between living in a rural 
area versus living in an urban area, and that if they were living in a rural area their 
interpretations would have been influenced more from the traditional African worldview. A 
further reason given for distancing from the worldview present in the sample was that one has 
to believe in the traditional African worldview to make things like bewitchment affect one.  
The “discrepancy” between the interpretations of individuals and that from an African 
worldview is more peripheral than the more direct interpretive dissonance noted above and it 
merely indicates that within our sample the acceptance of a specific worldview was not 
present (as opposed to signifying a disconnectedness from direct social support). 
The second aim of this research project was to explore and describe the understanding 
of isiXhosa-speaking individuals’ suffering from PTSD with regards to their symptoms after 
the traumatic experience. Consideration was given to how this understanding may have been 
influenced by cultural interpretations. The second part of the results chapter will explore the 
symptom interpretation in detail by focusing both on the content and process levels. 
Analysis of symptom interpretation. All participants experienced symptoms 
sufficient for a diagnosis of PTSD. Experiencing a range of PTSD symptoms is part of the 
recovery process according to Ehlers and Clark (2000), but if individuals do not see their 
symptoms as a normal part of the recovery process, they may interpret them to mean that they 
are permanently changed for the worst, or might see symptoms as an indication of a threat to 
their wellbeing. Most participants understood their symptoms in a functional manner. 
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Content themes. Participants had different interpretations for their PTSD symptoms. 
There were two themes that emerged from the data. Some participants understood that the 
symptoms they are experiencing are normal and did not perceive them as threatening. 
However, others viewed their symptoms as perpetuating emotions. These interpretations of 
symptoms will be explored and discussed using a cognitive understanding of the maintenance 
and development of PTSD. 
“Signs of processing”. The first theme that emerged from the data was that 
participants understood their symptoms as signs of processing and that they are still busy 
dealing with the traumatic event.  They understood the symptoms to indicate that they have 
not fully recovered yet. One participant stated her understanding as follows: “...maybe it’s 
because I have not accepted what happened, I have not accepted or I have not placed it in my 
head that it has happened...”  
Another participant was still very uncertain about why she was experiencing these 
symptoms but knew that she is still processing everything that happened: “...I think that I’m 
just trying to make sense of everything that has happened, it’s just me or my brain trying to, I 
don’t know because it does not make sense...Mind starts piercing and piercing, putting the 
pieces together....” 
These statements can be considered functional because the participants do not 
experience their symptoms as signs of threat to themselves in the sense that they may be 
indications of permanent damage. The first participant’s statement indicated that she 
acknowledges that the symptoms are a consequence of her experience of the event and when 
she has “placed it in my head” (elaborated into autobiographical memories) her symptoms 
will decrease and fade. Apart from being functional, the interpretation is of course also fairly 
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accurate considering a schematic understanding of traumatic experience. The second 
understanding could be described fairly similarly. 
Another participant understood her symptoms as part of the recovery process, stating 
“...for them [referring to symptoms] to occur, it’s like a healing process because if I bottle 
things up and think about them constantly I will be brought back to those emotions then I will 
be too overwhelmed and emotional...”. This participant understood the symptoms as part of 
the adjustment phase. She accepts that she is busy working through her emotions and 
cognitions and that she will not be permanently changed. She is aware that it is not healthy to 
suppress her emotions. All the above participants understood the link between them not 
accepting the event yet and experiencing different symptoms and the interpretations 
represented above can be described as functional as they do not indicate the experience of 
continuous threat.  
One participant interpreted her symptoms as a result of a lack of support and having 
to deal with her emotions and thoughts by herself. She explained the following: “...maybe it 
is because I do not have someone to talk to, then in a way the burden will lessen on me...”. 
This participant has only shared her experience with her boyfriend and her counsellor. She 
indicated that her boyfriend does not really want to talk to her about anything relating to her 
experience of the traumatic event so she can only talk about her emotions and thoughts 
during counselling. She cannot always attend counselling due to her fear of her family 
finding out what has happened to her. She feels that she is carrying a heavy load on her own 
and that talking about the trauma will not facilitate her recovery.   
In cognitive terms talking about the event will assist in assimilating the trauma 
information into her autobiographical memories, which will alleviate the PTSD symptoms. 
According to Ehlers and Clark (2000), social support systems plays a major role in PTSD and 
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her lack of social support may impede her recovery process. Once again her understanding of 
symptoms is functional and helpful as they are not seen as signs of threat, and her 
interpretation is accurate as far as our cognitive understanding of PTSD is concerned. The 
second theme that emerged from the data, while analysing how the isiXhosa-speaking 
individuals interpreted their PTSD symptoms, was in contrast to the first theme and will be 
discussed below. 
“Perpetuating emotions”. Some of the participants viewed the cause of their 
symptoms as a result of perpetuating emotions. These participants interpreted their symptoms 
as a result of intense fear and anger that they are experiencing. An example is the following: 
“...I think I am still angry that they have not been arrested, they are still enjoying their life 
whilst I cannot enjoy mine because of them, I must live in fear because of them, I am still 
angry...”. This participant views her anger towards the perpetrator as the reason she is 
experiencing PTSD symptoms. This interpretation is normal and does not constitute a 
statement that communicates the experience of continual threat. It will therefore generally not 
lead to the maladaptive coping that will maintain PTSD (Ehlers & Clark, 2000). Being angry 
is a passing state and she also does not experience herself as permanently deficient because of 
the symptoms.  
While most of the interpretations about symptoms were healthy, one participant had a 
clear threat element attached to her understanding: “...maybe because I got that person 
arrested, maybe he will follow me and all those things. Maybe he will come after you or 
maybe he will send his people after me...”. The participant had just been asked about her 
symptoms and her interpretation is clearly that they are signs of actual threat rather than 
reminders of the event. This is the classic over-interpretation of PTSD symptoms that will 
lead to maladaptive coping with them and consequently perpetuate the PTSD (Ehlers & 
Clark, 2000).  
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None of the participants discussed above expressed content or interpretations strongly 
associated with the traditional African worldview in making sense of their symptoms. 
Individuals who identify with this worldview might use services from shamans, medicine 
men and women, traditional healers or use culture-specific rituals which offer them forms of 
support (Moodley & West, 2005). These participants did not consult with a traditional healer 
or herbalist in order to find meaning for or treat their symptoms. The participants also did not 
refer to interconnectedness in interpreting their symptoms. No reference was made to the 
imbalance between the systems as one might expect when considering the literature about the 
traditional African worldview. 
Process theme. 
“Congruence between voices”. There is a lot of congruence between the 
interpretations of participants about their emotions and what they would have encountered at 
the treatment setting that they attended. This theme highlights the congruence between 
participants’ understanding of their symptoms and what the researcher calls “the counsellors 
voice”. All of the participants in the current sample were being treated by trauma counsellors. 
These counsellors are generally first line interveners and trained in strategies such as 
psychological first aid in order to prevent PTSD from developing. Their treatment strategy 
would involve, amongst others, the normalisation and validation of responses, enhancing 
naturalistic exposure, ensuring contact with support systems and psycho education about 
traumatic stress responses. In the respondents’ understanding of their symptoms the 
researcher picked up on the kinds of things that counsellors might say in order to normalise 
experiences.   
Examples of this included statements such as “...for them [referring to symptoms] to 
occur, it’s like a healing process because if I bottle things up and think about them constantly 
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I will be brought back to those emotions then I will be too overwhelmed and emotional...”; 
“...maybe it is because I do not have someone to talk to then in a way the burden will lessen 
on me. Even if you try and forget you see something maybe on TV that takes you back to that 
day...”;  
From the statements above and those contained in the previous section, one can 
clearly see that the understanding of symptoms is a normalised one. Occasionally, mention is 
even made of the memory trigger component inherent in the intrusive re-experience of PTSD. 
While this is encouraging, it is also unexpected in a sample of individuals that qualify for a 
diagnosis of PTSD. According to Ehlers and Clark (2000), individuals suffering from PTSD 
would have a lot more abnormal experience of themselves in relation to symptoms, and 
generally interpret them as actual signs of threat rather than signs of processing.  
 
Conclusion 
This chapter presented the results of an Interpretive Phenomenological Analysis (IPA) 
of eight female South African isiXhosa-speaking individuals who experienced a traumatic 
event and have received a PTSD diagnosis. Themes and sub-themes were discussed and 
explored by focusing on the cognitive dynamics of the participants and the objectives of the 
research study. The event interpretation and symptom interpretation of the participants were 
discussed with a focus on possible underlying cultural interpretations. The major theme that 
emerged from the analysis of participants’ interpretations of the event was of “not knowing” 
or not having an explanation for the event.   
There was a range of indirect ways in which respondents expressed this basic lack of 
elaboration and their tentative explanations included night time, bad luck, the malicious 
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nature of others, destiny and blame. Most of the interpretations of the event were fairly 
universal and there were very few links to content that can directly be attributed to an African 
worldview. The only theme that had a more direct association with the African world view 
was the association between night time and danger, but even this link was tangential. These 
results indicated that the urban sample that participated in the study understood their 
traumatic experiences more from a Westernised approach, or at least an approach that did not 
rely heavily on common understandings from an African worldview or perspective. A clear 
discrepancy between participants’ interpretations of the event and that of others was noted. 
This discrepancy was noted in a more direct manner with the rejection of interpretations of 
those close to the individuals, and more indirectly with the explicit non-acceptance of 
traditional African worldview explanations for traumatic events. 
The major theme that emerged from the analysis of participants’ interpretations of 
their symptoms was that they understood their symptoms as part of their healing or as 
perpetuating emotions. Once again these participants did not rely on the traditional African 
worldview when interpreting their symptoms, and there was a great deal of congruence 
between participants’ own understanding and “counsellors’ voices”. The results clearly 
highlight that the participants had functional interpretations of their symptoms. The same 
could not be said about their event interpretations and, according to Ehlers and Clark (2000), 
both elements will influence whether an individual develops PTSD and maintain the 
diagnosis. In the current sample, the event interpretation seemed to be more important in this 
regard than the symptom interpretation. The following chapter will provide a concluding 
discussion of the results, as well as outlining the limitations and providing recommendations 
for future research. 
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Chapter 7: Discussion and Conclusions 
 
Introduction 
The aim of the final chapter is to provide a concluding discussion of the results that 
were presented in the previous chapter, and to shed light on the implications. Limitations of 
the study as well as recommendations for future research will also be outlined. The study set 
out to explore how isiXhosa-speaking individuals interpreted a traumatic event that they have 
experienced. More specifically the study aims were:   
1.   To explore and describe these individuals’ understanding of traumatic events, with 
consideration of how this understanding may have been influenced by cultural 
interpretations.   
2.  To explore and describe these individuals’ understanding of the symptoms after a 
traumatic experience with consideration of how this understanding may have been 
influenced by cultural interpretations. 
The resulting exploration and description were presented in the previous chapter. 
 
Discussion of Results 
The researcher did not assume that there would be underlying cultural interpretations 
present in the current sample and did not ask directly about the traditional African worldview. 
The researcher’s interest was not so much about what the traditional African worldview says 
about traumatic events and their symptoms; but was rather about asking isiXhosa-speaking 
participants about their lived experiences, while listening for possible cultural interpretations 
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that may or may not emerge. Wilson (2005) argues that the study of PTSD has generated an 
impressive body of knowledge, but that this knowledge base still lacks carefully crafted 
cross-cultural studies of trauma, healing and human adaptation. One element that was 
important to the researcher in carefully crafting this research was not to assume that 
individuals from a specific background will be equally encultured.  
The participants’ understanding regarding the causes of the event was explored using 
a cognitive understanding of PTSD as an interpretive departure point and interesting results 
surfaced. The major theme that emerged while interpreting their traumatic events was that of 
“not knowing” or not having an explanation for the event. Participants could not structure a 
logical or rational schematic representation that made sense to them, and thus produced 
tentative reasons for the occurrence of the traumatic event. What was evident was that the 
participants were still busy searching for meaning and trying to integrate the trauma 
information into their existing autobiographical memories. This indicated that the new trauma 
information did not fit with their previously held schemas of themselves and the world, which 
further suggested that their memories are not elaborated into meaningful narratives. This 
process will maintain their PTSD diagnosis according to our cognitive model of PTSD 
(Ehlers & Clark, 2000). The content of the interpretation was judged to be more universal 
than culture specific. 
Secondary to the primary “I don’t know” theme that emerged were tentative reasons 
for the event. These included associating night time with danger, having bad luck, believing 
that the malicious nature of people was the cause of the traumatic event, believing in destiny 
or reasoning that the event was meant to happen, and lastly, blaming oneself for the event.  
From the primary and secondary theme the researcher, the independent coder, as well 
as the co-supervisor (who is from the Xhosa culture), investigated whether this sample of 
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isiXhosa-speaking females internalised their understanding from a cultural point of view. 
Analysis indicated that this sample rarely used the African worldview to understand the 
traumatic event although all were familiar with the traditional belief system. Evaluations 
were thus not culture bound. A possible reason for this was highlighted by participants who 
indicated that  there is a difference between living in a rural area versus living in a urban area, 
and that if they were living in a rural area their reasoning or interpretations would have been 
influenced more from the traditional African worldview. 
There was also a clear discrepancy between participants’ understanding and the 
understanding of those around them. This was true with regard to their experience of the 
interpretations of those they came directly in contact with as well as how their interpretations 
related to a traditional African worldview. This finding gives an indication that individuals, 
even though exposed to a specific cultural heritage, will not necessarily accept the 
accompanying worldview. 
According to Ehlers and Clark (2000), experiencing a range of PTSD symptoms is 
part of the recovery process. However, if individuals do not see their symptoms as such, they 
may interpret them to mean that they are permanently damaged, or might see symptoms as 
indications of threat. Although participants had different interpretations for their PTSD 
symptoms, most participants did have functional understandings of them. Most understood 
that the symptoms they were experiencing were normal and did not perceive them as 
threatening which will generally not lead to the maladaptive coping that will maintain PTSD 
(Ehlers & Clark, 2000). 
In the current sample maladaptive schematic representations seemed to have a greater 
impact on their PTSD symptoms as their understanding of symptoms were generally 
functional. All had been exposed to early intervention for traumatic experiences and they had 
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internalised a lot of messages about their symptoms that were healthy. This aspect of early 
intervention could be seen as successful and yet the individuals in this sample did not recover 
as many other survivors do. Early intervention usually follows a psychological first aid 
paradigm and/or a “watchful waiting” principle, and usually more extensive therapeutic 
processes are reserved for a later stage. Usually if symptom interpretations are healthy, the 
person engages in the behaviours (exposure) that would naturally lead to a return to health, 
but in this case this did not happen. It is possible that the distance noted between survivors 
and their primary support groups may have contributed to this, or it may be that there exists a 
subtype of survivor that needs schematic restructuring sooner than others (rather than just 
psychological first aid and psycho-education).  
The research found that these eight isiXhosa-speaking females did not use an 
underlying cultural interpretation to make sense of their traumatic event or PTSD symptoms. 
From the researchers point of view, there are two possible reasons these participants did not 
use the traditional African worldview to make sense of their traumatic event. First, the 
tentative reasons participants gave are not specific to the Xhosa culture heritage, but can be 
considered a universal process that occurs after a traumatic event which disrupts cognitive 
schemata. Van Rooyen and Nqweni (2012) indicated that schema disruption is likely to be 
one of the universal features of PTSD, and that the disruption and reconstruction will be 
irrespective of cultural content. While differing cultural content can be used to make meaning 
and come to an understanding (i.e., create functional schemata), the central idea that PTSD is 
a disruption of core schemata that will be fairly universally expressed, seems to be supported 
by the data analysis. Second, it can be reasoned that these participants did not internalise their 
conceptualisation of the event from a cultural frame of reference due to the Western influence 
in an urban area. 
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The age of the participants could also have influenced their resistance to using a 
traditional African worldview to create meaning. All the participants were between 19 and 23 
years old, and results may have been different had an older sample been used. 
The concept enculturation means defining oneself and internalising values and views 
that one is exposed to. Individuals do not mirror all the beliefs and values and traditions that 
their culture dictates and in a sense the data indicates that individuals develop their own 
culture while being exposed to a broader culture. While it is important to consider the 
influence of culture on disorders such as PTSD, it is also important to consider that having 
knowledge about an individual’s cultural heritage is not the same as having information on 
the individual. 
One important conclusion that can be drawn from the above is that we may not need 
to completely reinvent the wheel in terms of treatment strategies for PTSD for isiXhosa-
speaking individuals in an urban setting. There seems to be a lot of common ground or 
universal processes that are presupposed in treatment strategies designed and tested on 
western populations. It therefore seems feasible to adapt known treatment strategies rather 
than trying to start from the beginning. 
 
Limitations 
Various limitations were identified in the present study and need to be acknowledged. 
First, this research study is qualitative in nature and aimed to explore and describe the lived 
experiences of isiXhosa-speaking individuals. King and Harrocks (2010) stated that 
qualitative research is engrossed in how individuals differ in relation to a certain 
phenomenon, as much as what individuals might have in common. The researcher used non-
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probability purposive sampling in this study and acknowledges that one cannot claim that the 
obtained sample is representative of the larger population.  
Second, the participants in this research study were all from an urban setting. This 
was unintentional, but does mean that the respondents may have been exposed to more 
influence from the Western worldview. It was hypothesised by both the researcher and 
participants that individuals who come from a rural area might have responded differently. 
Although this may be a limitation in the sense of not capturing the African worldview voice, 
it kept true to the idea of phenomenological enquiry. It did not comment on how Africans 
would view trauma, it asked Africans how they experienced their traumatic events. 
Finally, the sample in this research study consisted only of female participants 
between the ages of 19 and 23 years of age. It is possible that different event and symptom 
interpretations might emerge with a sample that is more heterogenous. 
 
Recommendations for Future Research Studies 
As stated previously, there is limited knowledge on individuals understanding and 
interpretation of trauma and PTSD symptoms in schematic terms in South Africa. The present 
study has been exploratory and descriptive in nature, and as a result has highlighted areas 
where further research would be of value.  
The following recommendations for further research are suggested. First, research on 
PTSD and trauma experience should be extended using a rural sample. The researcher is of 
the opinion that different symptom and event interpretations might emerge from a rural 
sample. This idea was supported by participants who acknowledged that if they were living in 
a rural area they might have understood their traumatic experience differently. The researcher 
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is therefore of the view that culture will have a stronger influence on individuals’ 
understanding of trauma in a rural area. 
Second, participants understood their PTSD symptoms in a functional manner but 
struggled to make sense of their traumatic event. The two elements are relatively independent 
conceptually, but usually a healthy understanding of symptoms leads to the kind of coping 
strategies that will help memories to be elaborated and schematic representations to be 
formed. Future studies should explore the reasons why there is occasionally a discrepancy 
between these two related phenomenon. 
Third, future research should continue to focus more on the lived experiences of 
individuals rather than exploring what literature says about cultural views. The current study 
demonstrated that individuals may internalise and use cultural viewpoints in idiosyncratic 
ways. 
Finally, results from this research study indicated that participants used many 
universal elements to interpret and explain their traumatic event and PTSD symptoms. When 
researchers and clinicians design research studies in the future, it is recommended that they 
not only focus on what is unique and different between different cultures, but also investigate 
the elements that are consistent between cultures.  
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APPENDIX A 
 
 
 
Letter to participant 
Dear participant 
My name is Derika de Villiers and I am conducting a research study towards the completion 
of my Masters degree in psychology. This research study is undertaken to explore and 
describe Xhosa speaking individuals’ interpretations of a traumatic event as well the 
symptoms they experienced. The research will be conducted in two sessions. The first session 
will include the completion of a biographical questionnaire and providing consent for the 
researcher to contact you in order to participate in the research. The second session will take 
place at the organisation where you are currently receiving counselling and would include an 
interview with a Xhosa speaking assistant. The interview will be recorded using a tape 
recorder. The research is for academic purposes only and whatever information you provide 
will be kept strictly confidential and your identity will be kept anonymous. It is very 
important to note that when participating in the research, the researcher will keep your 
answers confidential and will not share your identity with anybody. The researcher is only 
interested in the answers you provide. 
This research is voluntary, and if you feel uncomfortable at any stage during the process you 
are welcome to discontinue. Your participation or non-participation in the research will have 
no effect on your relationship with your current counsellor or the organisation where you are 
receiving counselling. Even if you do not wish to participate, your counselling will continue 
as per normal.  
I hope that you will participate in this study since your views are very important to the 
researcher.  
If you feel the need to talk to anybody about the study you are welcome to contact:  
 
Principal investigator 
Derika de Villiers  
Masters by dissertation student 
Psychology department 
NMMU 
 
 
Supervisor 
Kempie van Rooyen 
Psychology department 
NMMU 
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APPENDIX B 
 
BIOGRAPHICAL INFORMATION SHEET 
 
Please fill in your personal information 
Age:   
 
      
         
Gender:  Male 
 
 Female     
         
Nationality:  South African 
 
 Other  Please specify:   
         
Preferred 
language: 
 English  Xhosa  Afrikaans   
         
Have you ever been diagnosed with any psychiatric disorders?             Yes              No      
 
The researcher is interested on gaining a better understanding of the influence the traumatic 
event has/had on your life. This process is voluntarily and you are in no way obligated to 
participate. If you would like to participate in the research which would consist of an 
interview with the researcher (or an appropriately trained assistant) please provide your 
details so that the researcher may contact you. 
Name:      
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Surname:      
      
Contact details:  (1)                                    
(2) 
e-mail:  
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APPENDIX C 
INTERVIEW GUIDE 
Date: 
Interview number: 
Person conducting interview: 
 
1.  Explore the attributions of the participant regarding the reason for the specific event.  
     ”Why do you feel the event happened to you?”) 
2.  Explore the reason the participant thinks these events happens to people in  
 general.  
      “Why do you feel do these kinds of events happen to people in general?”) 
3. Explore the participant’s thoughts around what other people might think why these kinds 
of events happen to people?  
 ”What do people say about why these kinds of events happen to others?” 
4. Explore the attribution of symptoms that the person is experiencing as a consequence of 
the event.  
“What do you think are the reasons for the symptoms that you are experiencing?” 
5. Explore the participant’s thoughts on why people may experience the kinds of symptoms 
     under question?  
     “Why do people experience symptoms like these in general?” 
6.  Explore the meaning of other people about these symptoms that an individual might 
     experience after such a event.  
     “What do others say about the reasons why an individual experience the symptoms 
      that you are experiencing?” 
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7.  Explore whether the attributed meanings have changed as a function of counselling 
     therapy.   
     “Have any of the ideas that we have been speaking about changed because of  
     counselling/therapy?” 
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APPENDIX D 
INFORMATION AND INFORMED CONSENT FORM 
 
Title of the research project 
Cultural Interpretations of Traumatic Events and PTSD symptoms of isiXhosa-speaking 
Adults 
Reference number:   H11-HEA-PSY-001 
 
Principal investigator:   Derika de Villiers 
     MA (dissertation) psychology student 
     Nelson Mandela Metropolitan University 
Contact details:   s209200089@live.nmmu.ac.za 
 
Declaration by or on behalf of participant 
 
I, the participant and the undersigned                   (full names) 
 
HEREBY CONFIRM AS FOLLOWS:  Initial 
I, the participant, was invited to participate in the above-mentioned research 
project 
  
that is being undertaken by Derika de Villiers 
from the Department of Psychology 
of the Nelson Mandela Metropolitan University. 
I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-
MENTIONED PROJECT: 
Signed/confirmed 
at 
 on  20 
 
Signature of participant 
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THE FOLLOWING ASPECTS HAVE BEEN EXPLAINED TO ME, THE 
PARTICIPANT: 
 
Initial 
2.1 Aim:   
1.  To explore and describe isiXhosa-speaking 
individuals’ (suffering from PTSD) understanding of 
a traumatic event.  
2.  To explore and describe isiXhosa-speaking 
individuals’ (suffering from PTSD) understanding of 
the symptoms after a traumatic experience. 
  
   
2.2 Procedures:   
I understand that I will be interviewed by the researcher 
or research assistant on my experience of the traumatic 
event and the symptoms I experience or had experienced 
after the event. 
  
2.3 Risks: 
The topic of this research is sensitive and may provoke 
negative feelings of the traumatic event you have 
experienced and answering questions about the event 
might not be easy or might make you feel 
uncomfortable. It is important to remember that no one 
will know who you are, except the researcher and the 
researcher will keep your identity confidential. 
This research is also voluntary so it is your choice to 
participate and if you feel uncomfortable during the 
process and do not want to continue, you are welcome 
to discontinue at any stage during the process without 
any penalty whatsoever. 
  
2.4 
Possible 
benefits:   
My participation in this study will provide the 
researcher with information on her topic.  It will also 
help the researcher to distribute the findings and add to 
the knowledge to the field of psychology. 
  
2.5 Confidentiality:   
My identity will not be revealed in any discussion, 
description or scientific publications by the researcher. 
  
2.6 
Access to 
findings: 
Findings of the research study will be disseminated by 
the researcher for academic purposes.  During the 
publication of research findings, I will not be identified 
in any manner. 
  
2.6 Voluntary 
participation / 
My participation is voluntary YES 
N
O 
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refusal / 
discontinuation
: 
My decision whether or not to 
participate will in no way affect my 
present or future care/ employment/ 
lifestyle 
TRUE 
FA
LS
E 
THE INFORMATION ABOVE WAS EXPLAINED TO ME/THE 
PARTICIPANT BY: 
 
Initial 
Derika de Villiers   
 in Afrikaans  English  isiXhosa   
No pressure was exerted on me to consent to participation and I understand that I 
may withdraw at any stage without penalisation. 
  
Participation in this study will not result in any additional cost to myself.   
IMPORTANT MESSAGE TO PARTICIPANT 
 
Dear participant 
 
Thank you for your participation in this study.  Should, at any time during the study: 
 
- an emergency arise as a result of the research, or 
- you require any further information with regard to the study 
 
Kindly contact Derika de Villiers 
at the following 
number 
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